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Glossary of acronyms, abbreviations, and terms  
Access for All 
Abilities Program 
(AAA)  
Access for All Abilities is a Victorian Government initiative 
coordinated by Sport and Recreation Victoria. The program has 
supported and developed inclusive sport and recreation 
opportunities for people with a disability throughout Victoria for 
over 10 years. The program funds organisations to work at a 
community level to develop inclusive sport and recreation 
opportunities for people of all abilities. These organisations 
promote and encourage a range of sport and recreation 
opportunities across the state, from basketball, cricket, and Aussie 
Rules to soccer, sailing, and lawn bowls. 
AFL  Australian Football League, National body 
AFL Victoria Australian Football League, Victorian body 
All Abilities  All Abilities is a term used widely in the sport industry to refer to 
children with and without a formal medical diagnosis that may or 
may not result in a disability.  
ASD Autism spectrum disorder 
Auskick An Australian program designed to teach the skills needed to play 
Australian Rules Football primarily for children from 5-12 years 
old across Australia 
Auskick Season 
 
An Auskick season is typically 8-12 weeks between April and 
August. The length is up to the discretion of the organisers. A 
session typically lasts up to 2 hours and is run by parent volunteers.  
CALD Culturally and linguistically diverse 
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Disability Disability refers to the World Health Organisation (2001) definition 
of disability, covering children with impairments, activity 
limitations, and participation restrictions. This relates to any 
condition that affects a child's mental, sensory or mobility 
functions, comprising developmental, intellectual, physical, genetic 
and acquired disorders. 
Footy  Australian rules football, not referring to soccer or UK footy 
f-words of childhood 
disability 
Fun, function, family, friends, future 
 
ICF International Classification of Functioning  
NDD Neurodevelopmental disorders  
Participation Participation refers to involvement in life situations  
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Abstract 
The purpose of the current thesis was to investigate factors that might influence 
participation in community-based sport for children who are developmentally vulnerable. 
While the benefits of increased physical activity are well established, and some of the barriers 
to participation have been identified, little is known regarding facilitators to increase 
participation in physical activity. It has been proposed that participation in mainstream 
community-based sport may be one way to help individuals realise the benefits of physical 
activity in a social setting. For example, this could support greater mental health, executive 
functioning, coordination and social capital, both for the individual and the sports club or 
league involved. Children who are developmentally vulnerable, in particular, may benefit 
from greater participation in community-based sport, given the benefits of social capital as a 
protective factor. The model used in this thesis is the World Health Organisation’s (WHO) 
health framework. The framework allows us to consider how health conditions, body 
function/structure, and activity and participation, are influenced by contextual factors (both 
environmental and personal). Anecdotal reports from Auskick staff indicated that children 
with neurodevelopmental disorders, especially children with ASD, faced additional barriers 
to children without ASD. Therefore, specifically of interest in this thesis, were environmental 
and personal factors that act as barriers and facilitators to participation in sport for children 
with neurodevelopmental disorders (NDD), chronic health and physical impairments (HPI) 
and with no reported diagnosis (ND). A national survey was conducted in Australia, 
advertised via social media and emailed from AFL Victoria to participants in the 2016 
Auskick program. The survey was accessed via Qualtrics, an online survey platform. The 
survey included both fixed-choice and open-ended questions regarding barriers and 
facilitators to participation in sport, specifically the national Auskick program.  
v 
 
Results are presented in three parts: 1) children who had never participated in 
Auskick, 2) children who previously participated in Auskick and 3) a sub-group analysis of 
children who participated in Auskick with ASD compared to children with NDD (no ASD).  
Quantitative data were analysed to investigate the relationship within and between groups of 
children. Thematic Analysis was used to analyse qualitative text from open-ended questions. 
The thematic analysis of responses provided by parents of non-Auskick children (part 1) 
identified barriers to Auskick relating to personal factors (motivation, ability and the 
possibility of injury) and environmental factors (location and group size). Within the Auskick 
group (part 2), the chi-squared analysis showed a significant difference for children with 
NDD in one perceived benefit, increased coordination. Within barriers there were six barriers 
that showed a significant difference between the NDD group compared to the HPI and ND 
groups: there are no barriers, everything is going great, other children being too competitive, 
free text box, the game moves too fast for my child, accessibility, and the coach is expecting 
too much.  
Overall, while some similarities exist between typically developing children and those 
with a developmental disorder, the differences that were found, indicate tailored approaches 
to participation in sport are needed to reduce barriers and facilitate inclusive practice.  The 
major implication for the Auskick program is to convey the modified rules to the general 
public who may want to participate but who has not. The second major implication is that 
while it may be tempting to assume that barriers or facilitators can be predicted by health and 
disability status, it is of utmost importance to understand the child and parent preferences, 
and therefore a personalised approach is recommended to understand the needs of each 
athlete and family who participated in Auskick. 
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Chapter 1: Introduction and thesis overview 
“Sport has the power to change the world. It has the power to inspire. It has the power to 
unite people in a way that little else does. It speaks to youth in a language they understand. 
Sport can create hope where once there was only despair. It is more powerful than 
government in breaking down racial barriers.”  
- Nelson Mandela. 
Access to sport and participation in culturally relevant activities is protected 
internationally as a human right for children by the United Nations (The United Nations, 
1948). The Universal Declaration of Human Rights Article 22 states that everyone is entitled 
to participate in the economic, social and cultural activities within society. Furthermore, in 
1978 the United Nations Educational, Scientific, and Cultural Organization (UNESCO) 
reaffirmed access to participate in sport as a fundamental right for everyone (UNESCO, 
1978). Australia’s ratification in 2008 to the Convention on the Rights of Persons with 
Disabilities recognises that people with disability have the right to freedom, respect, equality 
and dignity (The United Nations, 2018). Article 1 of the Convention on the Rights of Persons 
with Disabilities defines disability as “… those who have long-term physical, mental, 
intellectual, or sensory impairments which in interaction with various barriers may hinder 
their full and effective participation in society on an equal basis with others (The United 
Nations, 2018, pp. 4).” Indeed, sport is a significant part of culture, as is belonging to a 
community-based sport club (Eime, Payne, & Harvey, 2009; Priest, Armstrong, Doyle, & 
Waters, 2008). Participation in sport for children has been advocated for as a support for 
children’s psychological health and social connections in the community (Eime, Young, 
Harvey, Charity, & Payne, 2013). In the state of Victoria in Australia, the Equal Opportunity 
Act section 72 specifies that sport cannot discriminate against individuals based on ability 
before the age of 12 years (The State Government of Victoria, 2010). The Equal Opportunity 
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Act 2010 outlines the expectation that sport, and sports clubs make reasonable adjustments 
for community members, including those with a disability to participate in community-based 
sport.  
Beyond access and participation in sport as a human right, the biopsychosocial 
benefits of participation in sport for typically developing children are well supported (Eime, 
Young, Harvey, Charity, & Payne, 2013).  A growing body of evidence also supports the 
biopsychosocial benefits of participation in sport for children with neurodevelopmental 
disorders (Johnson, 2009), including autism spectrum disorder (ASD) (Tan, Pooley, & 
Speelman, 2016) such as improved aerobic capacity, improved gross motor function and 
participant/parent satisfaction.  
In Australia sports participation among typically developing children is relatively 
high. A 2016 report from the Australian Sports Commission found that 76% of 5-8-year-olds 
and 87% of 9-11-year-olds in Australia had participated in sport outside of school (Australian 
Sports Commission, 2015). Despite the possible benefits of increased physical activity 
through community-based sport, participation rates for children with neurodevelopmental 
disorder are much lower than their typically developing peers. Woodmansee (2016) found 
that a lower percentage of children with disability participated in physical recreation activities 
than their typically developing peers. Woodmansee et al., (2016) also found participation 
rates dropped, and diversity of recreation engaged in decreased when multiple co-morbidities 
were present.  
 The rate of childhood neurodevelopmental disorder has been reported to be 
approximately 7% in both the United States of America (USA) and in Australia (Australian 
Bureau of Statistics, 2012a; Zablotsky, Black, & Blumberg, 2017). Recent rates of childhood 
ASD in both countries have been reported to range from 2-4% (May, Sciberras, Brignell, & 
Williams, 2017; Zablotsky et al., 2017). 
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In Victoria, the State Government’s Access All Abilities (AAA) program has been 
established to support inclusive participation in community-based sport for children of all 
abilities, including those with a neurodevelopmental disorder or vulnerability. Developmental 
vulnerability is a broad categorical term used in child health that captures 1 in 5 children who 
are at risk of not achieving their developmental potential (Oberklaid, 2014). One participating 
organisation in the AAA program is the Australian Football League (AFL) through the 
Auskick program (referred to throughout as Auskick). Auskick aims to teach the skills 
needed for Australian Rules football.  
Examined in this thesis are the barriers and facilitators that influence participation in 
community-based, organised physical activity for children who are developmentally 
vulnerable. Anecdotal reports from parents and staff from the Auskick program suggest that 
children with neurodevelopmental disorders, especially ASD, faced more barriers to 
participation than children without NDD. It is not known if the motivation to overcome these 
barriers (i.e. perceived benefits and goals) differed between children with and without NDD. 
Therefore, the focus is on children with neurodevelopmental disorders (NDD), chronic health 
conditions and physical impairments (HPI), and children with no reported diagnosis (ND), 
and their barriers and facilitators to participation and potential motivation due to the 
perception of potential benefits. The research for this thesis took place before, during, and 
after the 2016 Auskick season in Australia which ran from April to August.  
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Chapter 2: Understanding disability, health, developmental vulnerability and ASD 
“That quote, 'the only disability in life is a bad attitude,' the reason that's bullshit is... no 
amount of smiling at a flight of stairs has ever made it turn into a ramp. No amount of 
standing in the middle of a bookshelf and radiating a positive attitude is going to turn all 
those books into braille.”  
- Stella Young, Disability Activist (1982 – 2014). 
Health and disability models 
One of the earliest models of health is the medical model. Hippocrates (c.450-370 
BC) and Galan, another Greek Physician, are credited with being amongst the first to move 
beyond the use of traditional herbs and the use of Shaman toward the development of 
medication to treat disease (Hallam, 2002).  The medical model continued to evolve from the 
19
th
 to 20
th
 century when bacteriology began to inform diagnosis, classification and treatment 
of disease (Quirke & Gaudilliere, 2008; Wade & Halligan, 2004). The medical model defines 
health as the absence of disease and aims to reduce the understanding of disease to a 
biological cause at a physiological level (Quirke & Gaudilliere, 2008; Wade & Halligan, 
2004). However, the medical model has been criticised for being too reductionist, and for not 
considering social, cultural, economic and environmental factors (Hallam, 2002). 
Furthermore, the biomedical model has been criticized for an inability to be applied in an 
increasingly globalised context (Hallam, 2002).  
To address the limitations that some saw of the medical model, two new models were 
introduced in the 1970’s: (1) the biopsychosocial model (Engel, 1977), and (2) the social 
model of disability (Oliver, 1976). The two new models aimed to overcome criticisms of the 
medical model and incorporate the impact of personal and environmental factors. The 
biopsychosocial model of human functioning was a response to what was seen as a looming 
crisis, not just in psychiatry, but in medicine as a whole (Engel, 1977). Engel’s 
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biopsychosocial model aimed to capture the complex intersection between the social, 
psychological and behavioural dimensions of illness, or more specifically, health and the 
spectrum on which it sits.  
At a similar time, Oliver (1976), developed the social model of disability which 
proposed that it is society, and the environment that creates disability, and not the person or 
the physical or cognitive impairment itself. Oliver also highlighted the effect society has, as 
an environmental factor, on the way a person may function. While Engel’s and Oliver’s 
models were seen by many as a step in the right direction, the idea of disability and health 
remained in two separate arenas. The World Health Organisation (WHO) adopted a 
combined approach building on elements of both Engel, and Oliver, recognising both 
personal and environmental factors influencing health and wellbeing.   
The International Classification of Functioning, Disability and Health (ICF)  
The WHO ICF framework incorporates multiple ideologies and supports greater 
understanding of the complex interactions that lead to perceived health or disability and 
highlights the dynamic relationship between health and disability (World Health 
Organization, 2001). The WHO ICF framework highlights the key roles that physical health, 
environmental and personal factors play while striking a balance between the medical model 
and the social model of disability. Within the last decade, the principles of health promotion 
have also focused on the importance of the environment for a person’s health, going so far as 
to stipulate that social justice and equity are prerequisites to health (World Health 
Organization, 2010b). Specifically, the WHO ICF framework allows for a focus on the 
functioning of three parts, all interacting with one another: i) the body, or body part, ii) the 
whole person and iii) the person in a social context. The WHO ICF framework incorporates 
elements of the biomedical model, Engel’s biopsychosocial model and Oliver’s social model 
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into an internationally consistent model that recognises the health and disability spectrum and 
the context in which it occurs.  
Today the WHO ICF framework aims to be applicable across sectors and disciplines, 
including health and community services, and across countries and cultures (World Health 
Organization, 2001). The applicability of the ICF has been demonstrated as relevant for 
research and clinical application, or from ‘bench to bedside’ using an example of Cerebral 
Palsy (Rosenbaum & Stewart, 2004). The ICF has also been utilised to support complex 
economic analysis for assistive technologies for people with disability, impacting upon 
policymaking (Schraner, de Jonge, Layton, Bringolf, & Molenda, 2008). The unifying 
approach of the ICF Framework has been applauded for changing the Paralympic 
classification toward a focus on ability and participation and for influencing the positive 
thinking of health professionals (Wilson, 2009).  
The ICF Framework is flexible, applicable and internationally consistent while 
achieving a balance between the social and medical model of disability, while including 
biopsychosocial underpinnings. The WHO ICF framework allows for reporting to the United 
Nations (UN) in alignment with the UN Convention on the Rights of Persons with Disability 
to inform service access and participation in culturally significant activities such as 
recreation, sport and physical activity. Function, family, fitness, fun, friends and future are 
considered the ‘f-words’ of childhood disability proposed by Rosenbaum & Gorter (2012) as 
key concepts that clinicians, researchers and advocates can focus on when populating the ICF 
framework. See Figure 2.1. In this thesis we have used the WHO ICF framework 
terminology, from the research field to the playing field. 
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Figure 2.1. ICF framework and f-words of childhood disability. From: Rosenbaum, P. and 
Gorter, J. W. (2012), The ‘F‐words’ in childhood disability: I swear this is how we 
should think! Child: Care, Health and Development, 38: 457-463.  
 
Future 
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Developmental vulnerability 
While developmental vulnerability has its origins in genetics and the intrauterine 
environment it is also influenced by the culmination of risk and protective factors, both 
biological and environmental (Woolfenden et al., 2015). Developmental vulnerability affects 
many children, sometimes on multiple domains. In 2015, the Australian Early Development 
Census (AEDC) measured, at school entry, whether children were developmentally on track, 
at risk, or vulnerable across any of five domains: a) physical health and well-being, b) social 
competence, c) emotional well-being, d) language and cognitive skills, e) communication 
skills and general knowledge. The AEDC 2015 report showed that 1 in 5 children are 
developmentally vulnerable on at least one domain, with nearly 30% of boys and 45% of 
Indigenous children developmentally vulnerable in at least one domain (AEDC, 2015). 
Furthermore, over 10% of Australian children are seen as developmentally vulnerable across 
two domains or more (AEDC, 2015), many of whom would have a neurodevelopmental 
disorder.  
Some children begin school with an existing diagnosis such as cerebral palsy, ASD, a 
chronic medical condition or for some children their development is at risk because of the 
disadvantaged circumstances in which they are raised (Oberklaid, 2014). One of the risk 
factors that may influence child development is social isolation, which can result from a lack 
of social capital as a consequence of a lack of participation in culturally significant activities. 
Social capital is defined as the connections that one has in the community with others in the 
community, including community entities (Woolfenden et al., 2015). While a vulnerable 
child may come from any cultural background and from any socioeconomic bracket, the more 
disadvantaged a child may be, the greater the risk is to their development (Woolfenden et al., 
2015). Some children who are developmentally vulnerable will have a formal diagnosis and 
have funding to support them through access to government services (i.e. early intervention, 
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the Victorian Government’s Program for Students with Disability). Children who do not have 
a formal diagnosis are less likely to have access to additional government services and may 
be at equal or greater risk of not meeting their full developmental potential as their peers who 
have a formal diagnosis, additional funding and professional expertise (Woolfenden et al., 
2015).  
Neurodevelopmental disorders 
Neurodevelopmental disorders are defined as impairments in personal, social, 
academic, or occupational functioning which occur from birth or have an onset in early 
childhood with symptoms typically present before school age (American Psychiatric 
Association, 2013). Neurodevelopmental disorders impact physical ability, language, 
behaviour and day to day functioning (Centers for Disease Control and Prevention, 2017; 
Holm, 1989). The prevalence of neurodevelopmental disorders is approximately 15% of all 
children and affects twice as many males (18%) as females (9%) (Boyle et al., 2011). The 
umbrella term of neurodevelopmental disability captures ASD, attention deficit hyperactivity 
disorder (ADHD), intellectual disability (ID), cerebral palsy (CP), stuttering or stammering, 
moderate to profound hearing loss, blindness, learning disorders, and other developmental 
delays (Boyle et al., 2011). Neurodevelopmental disorders often co-occur with one another, 
for example ADHD and ASD or ASD and ID (American Psychiatric Association, 2013).  
Usually, children with a neurodevelopmental disorder have limitations with learning, 
activities of daily living and community participation. It is recognised that children with 
neurodevelopmental disorder are often bullied and isolated in the playground, increasing their 
risk for low self-esteem and mental health problems (Pivik, McComas, & Laflamme, 2002). 
Furthermore, it has been found that children with ASD with multiple comorbid conditions are 
at a higher risk of being bullied (Zablotsky et al., 2013). One study found that 44% of 
children with ASD experienced bullying and children with ASD and ADHD were over four 
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times as likely to experience bullying as the general population (Montes & Halterman, 2007). 
While inclusive environments may be beneficial for children with neurodevelopmental 
disorder including ASD, this has been debated, in part because of the risk of bullying 
(Zablotsky et al., 2013).  
Autism Spectrum Disorder 
The Diagnostic Statistical Manual, 5
th
 edition (DSM-5) defines ASD as a neurological 
condition presenting with persistent and pervasive deficits in two main categories: i) social 
communication (with three sub-criteria) and ii) restricted and repetitive behaviour (with four 
sub-criteria) (see Appendix A) (American Psychiatric Association, 2013). Because the 
diagnosis of ASD is based on behavioural observation, it is not surprising that there have 
been changes in the way it has been diagnosed since it was first described in 1943 by Kanner 
(Schopler, Reichler, DeVellis, & Daly, 1980). Despite changes in diagnostic criteria, the core 
elements of ASD have been largely unchanged over time and can be, “classically described in 
terms of social and communication impairment and restricted repetitive behaviour” (Williams 
et al., 2014, p. 336). The launch of DSM-5 most notably introduced severity levels, greater 
recognition of sensory dysfunction and allowed comorbid diagnosis of Attention Deficit 
Hyper-Activity Disorder (ADHD) (American Psychiatric Association, 2013). ASD may also 
be diagnosed in combination with an intellectual disability. One large-scale report across 
eight centres in the USA showed that half of children with ASD had an IQ under 85, and 31% 
had an IQ under 70  (31% IQ ≤70, 23% IQ = 71-85, and 46% IQ >85) (Centres for Disease 
Control and Prevention, 2014).  
It would appear that ASD is caused by an extremely complex combination of genetic 
and environmental factors with no single cause (Happé, Ronald, & Plomin, 2006). Coleman 
and Gillberg (2012) presented the idea of ‘autisms’, in recognition of the genetic complexities 
in ASD and what is most likely many causes, for many autisms. Due to an over-reliance on a 
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binary classification of ‘disorder’ or ‘no disorder’ in the extremely complex field of child 
neurodevelopment and childhood disability Gillberg, Fernell, and Minnis (2013), present the 
notion that the conditions which are typically referred to as comorbid in ASD should actually 
be referred to as co-existing conditions. Further, to support the idea of the crucial interplay 
between environment and genetics, as an understanding of ASD advances - reliably 
diagnosed subgroups will be “characterised by genetic and/or neurological findings” 
supporting future individualised decision making towards interventions and genetic 
counselling (Williams et al., 2014, p. 339).  
The genetic and environmental complexities present in ASD are often demonstrated 
via twin and high-risk sibling heritability studies. Folstein and Rutter (1977), following the 
first twin study reporting a concordance for ASD to be 36% monozygotic, 23% dizygotic, 
concluded that much uncertainty remained in regard to genetic heritability and environmental 
factors. A twin study by Hallmayer et al. (2011), found concordance rates amongst 192 pairs 
of twins with ASD to be; 77% male monozygotic (MZ), 31% male dizygotic (DZ), 50% 
female MZ, and 36% DZ; concluding a moderate genetic heritability of 38% for ASD. 
Indeed, the comments made by Folstein and Rutter (1977), are still relevant today. Even with 
significant advances in our knowledge of ASD, the cause of behavioural symptoms remains 
elusive (Jones et al., 2018).  
Prevalence and cost of ASD 
The reported prevalence of ASD in the United States of America (USA) has increased 
289.5% over 12 years from 1997-2008 (Centers for Disease Control and Prevention, 2017). A 
rise in Australia of 79% over three years from 2009-2012 and 42.1% from 2012-2015 has 
been reported (Australian Bureau of Statistics, 2017). In Australia the prevalence of ASD has 
been reported to be approximately 2-4% (May et al., 2017; Randall et al., 2015). While there 
is variability in the reported gender ratio, it is typically reported as four males diagnosed for 
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every female (4:1) (Australian Bureau of Statistics, 2017; Elsabbagh et al., 2012; Fombonne, 
2005, 2009). However, diagnostic practices have been considered to have ‘missed’ females 
with ASD (Gould, 2011). Recently, a systematic review has reported the gender ratio to now 
be 3:1 (males: females) (Loomes, 2017). The rise in ASD diagnosis is likely due to a variety 
of factors, including increased knowledge and greater early detection and diagnosis (Williams 
et al., 2014).  
The 2014 population of children 0-14-years old in Australia was reported to be 4.4 
million (Australian Bureau of Statistics, 2015). This results in approximately 308, 000 
children with disability and 110, 000 – 171, 600 children with ASD aged 0-14-years in 
Australia. With a reported population of 44.8 million children under the age of 11-years-old 
in the USA and using a rate of 2.5% this results in approximately 3.4 million children with 
disability and 1.21 million children with ASD (United States Census Bureau, 2018).  
Worldwide, using the adolescent population reported by Patton (2016), we can estimate that 
there are approximately 45-70.2 million adolescents with ASD.  
Using a relatively low prevalence rate of 1%, the economic cost in the USA has been 
estimated to have increased from $USD 268 billion in 2015 to $USD 461 billion in 2016 
(Leigh & Du, 2015). In Australia, also using a relatively low prevalence rate of ASD (0.7%) 
the economic cost was estimated to be $AUD 11.2 billion (Synergies Economic Consulting, 
2011). Accurate forecasting and cost estimates are challenging. It has been reported that 
forecasting completed by the National Disability Insurance Scheme underestimated the 
prevalence of ASD by a factor of 4 (Morton, 2015). Given prevalence estimates as high as 
4%, service system forecasting is potentially erroneous, leaving demand on the service 
system largely unknown.  
The time and monetary investment in intervention for families are substantial. An 
Australian study has estimated the cost of ASD to Australian families to be $AUD 34, 
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900/year with the cost increasing by $1, 400/year for each additional symptom (Horlin, 
Falkmer, Parsons, Albrecht, & Falkmer, 2014). In addition to the added financial stress to 
families, families experience a considerable burden of care. Families of children with ASD, 
compared to families of children with other developmental disabilities but without ASD, 
spend more time on mainstream interventions and complementary and alternative treatments 
per week (17.8 versus 11 hours), (Akins, Krakowiak, Angkustsiri, Hertz-Picciotto, and 
Hansen (2014)).  
Core symptoms of ASD  
By definition, people with ASD have difficulty with social-emotional reciprocity, 
communication (verbal and non-verbal), creating and maintaining friendships, and 
understanding the social behaviour of others (Shattuck et al., 2007). Deficits in social 
communication have been a hallmark of ASD since first described by Kanner (1943). Kanner 
wrote of the first case studies that children with ASD begin to play in a group but do not 
interact with the group while typically developing children of a similar age interacted with 
one another.  What Kanner (1943) partly described may today be classified as parallel play, 
the prerequisite skill to interactive play, a significant development in child to parent, and 
child to child interaction, crucial for cognitive, physical, social and emotional development 
and well-being (Ginsburg, 2007). The recognition of social skill deficits has led to social 
communication being a core component of ASD interventions (Roberts, Williams, Smith, & 
Campbell, 2016). The ability to participate in life events is a crucial component of the ICF 
framework (World Health Organization, 2001). Furthermore, behaviour such as twisting of 
hands, unusual gait, sudden stopping or starting and motions without purpose may impact on 
social situations for children diagnosed with ASD as their peers may not understand what is 
happening (Vilensky, Damasio, & Maurer, 1981).  
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A second core feature is repetitive, restrictive and challenging behaviour (Roberts et 
al., 2016). Behavioural symptoms are often characterised as restricted and repetitive with a 
strong desire for routine, non-functional repetitive speech (echolalia) and may also present 
with irritability, aggression, anxiety, self-injury, hyperactivity, and sensory issues (hypo- and 
hypersensitivity) (Lecavalier, 2006). Part of the challenge in understanding repetitive 
behaviour has been in understanding if, and when, the behaviours are driven by intrinsic 
sensory stimulation (i.e. maintained by naturally occurring internal motivation and 
reinforcement), versus a change in routine and the result of stress (Boyd et al., 2010).  
Co-existing conditions in ASD  
It is thought that co-existing conditions, including impaired gross motor functioning 
can present an additional barrier to participation in community-based sport for children with 
NDD that other children do not experience. Multiple co-existing conditions are commonly 
associated with ASD including anxiety (Hofvander et al., 2009; Simonoff et al., 2008), 
impaired gross motor competency (Fournier, Hass, Naik, Lodha, & Cauraugh, 2010), and 
increased rates of obesity (Granich et al., 2016). A study of 112, 10-14-year-old children 
diagnosed with ASD found that 70% of the children had at least one comorbid disorder and 
that 41% had two or more diagnoses (Simonoff et al., 2008). The most common comorbid 
diagnoses were social anxiety (29.2%), ADHD (28.2) and oppositional defiant disorder 
(28.1%) (Simonoff et al., 2008). Approximately half of people with ASD have a profound or 
severe communication (51.2%) or mobility (46%) impairment (Australian Bureau of 
Statistics, 2017). It has been reported that 64.8% of people with ASD need support or 
supervision in at least one area of communication, self-care or mobility (Australian Bureau of 
Statistics, 2017).   
There is a growing recognition of the high occurrence of anxiety disorder in children, 
adolescents, and adults with ASD. Due to methodological limitations and heterogeneity of 
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studies it is difficult to determine if anxiety is a core feature of ASD, however, it does 
warrant further investigation (Kerns & Kendall, 2012). Findings in relation to the 
comorbidity of anxiety and ASD in children and adolescents have ranged from 29% (social 
anxiety disorder) to 42% (general anxiety disorder (Simonoff et al., 2008; Mattila et al., 
2010) . Possibly adding to the levels of social anxiety is that in one study of adults with ASD, 
56% reported being bullied as children (Hofvander et al., 2009).  
A variety of factors including medication and increased sedentary behaviour may 
contribute to a high level of obesity experienced by children and adolescents with ASD. 
Three American studies have found that 30-42% of children with ASD were overweight 
compared to 23-28% of their typically developing peers (Curtin, Anderson, Must, & Bandini, 
2010; Egan, Dreyer, Odar, Beckwith, & Garrison, 2013; Rimmer, Yamaki, Lowry, Wang, & 
Vogel, 2010). An Australian study reported similar findings in a sample of 208 children and 
adolescents aged 2-16 years, 35% of children and youth with ASD were obese or overweight 
compared to 25% of their typically developing peers (Granich et al., 2016). While increased 
physical activity would obviously help children with ASD to achieve a healthier weight, 
some children with ASD have difficulty with motor competency, presenting a barrier to 
increase physical activity.  
Kanner (1943) noted that the original children he described were adept in fine motor 
movements, however, “several of the children were somewhat clumsy in gait and gross motor 
performances” (p. 248). Over time, and across age ranges, studies of people with ASD have 
reported a range of motor ability. Several studies have found impaired motor ability 
(Bauman, 1992; Ghaziuddin, Weidmer-Mikhail, & Ghaziuddin, 1998; Jones & Prior, 1985; 
Molloy, Dietrich, & Bhattacharya, 2003), while some have found no motor impairment at all 
(Hallett et al., 1993; Mayes & Calhoun, 2003) and two studies even found advanced motor 
skills (Johnson & Myers, 2007; Rimland, 1964). A systematic review found motor 
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impairment, including delays in motor planning, atypical gait, and delays in reaching motor 
milestones, to be a feature of many children diagnosed with ASD (effect size of 1.13 (CI: 
0.933-1.329)) (Fournier et al., 2010). While there has been some discrepancy and indeed 
gross motor competency may not be impaired in all children diagnosed with ASD, it appears 
to be impaired in a subset of children with ASD. Motor impairment could impact social skills 
by limiting opportunities to engage in group play – possibly limiting opportunities to create 
and maintain social skills and the opportunity to build social capital.  
Commonly used interventions for ASD 
 The UK based National Institute for Health and Care Excellence (NICE) highlight 
the importance of supporting people with ASD utilising; i) coordination of care and support, 
ii) intervention of the core features of ASD, iii) treatment with medication when indicated 
and iv) managing behaviours that challenge (National Institute for Health and Care 
Excellence, 2011). Typically, interventions aim to increase cognition, language, and social 
development while decreasing or eliminating unwanted behaviours such as stereotyped and 
rigid behaviour (Koenig et al., 2010; Prior, Roberts, Rodger, Williams, & Sutherland, 2011). 
Many interventions focus on increasing executive functioning and theory of mind as these are 
seen as core areas of impairment (Jones, 2018).  
It is recommended that interventions focus on supporting the main deficits associated 
with ASD (Prior et al., 2011). Some interventions such as early intensive behavioural 
intervention focus on decreasing excessive, unwanted behaviour (e.g. repetitive self-injurious 
behaviour) while increasing the  desired behaviour (e.g. functional communication) 
(Spreckley & Boyd, 2008). Previously, many interventions have been based in highly 
modified and controlled environments focusing on teaching discrete skills; however, there 
has recently been a shift towards intervention taking place in natural environments where 
children would typically spend their days (Mottron, 2017). Furthermore, it has been proposed 
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that interventions and outcome measures have previously been chosen with little theoretical 
justification while mainly focusing on improving diagnostic characteristics and not on quality 
of life (Bolte & Diehl, 2013; McConachie et al., 2017). McConachie (2017), reported that 
parents valued outcomes related to participation in society as children and as adults such as 
making and keeping friends, having hobbies and participation in sport. Because of the 
considerable additional care burden and time needed for interventions, some families may be 
foregoing the general health benefits of physical activity, sport and recreation. Due to the 
generally accepted benefits of increased physical activity, research has focused on possible 
benefits of physical exercise and sport for people with ASD (Sowa & Meulenbroek, 2012; 
Tan et al., 2016).  
Potential for a physical activity intervention 
It has been proposed that increased physical activity may be able to prevent possible 
unwanted behaviours such as aggression, stereotyped behaviour, depression, sleep problems, 
hyperactivity, stress, frustration, and self-injurious behaviour for people with ASD (Elliott, 
Dobbin, Rose, & Soper, 1994). Increasing motor competency may also be important as it has 
been found that fine and gross motor movements, and social ability are interrelated (Pan et 
al., 2016). Pan (2016) presents the theory that children with ASD, due to the core symptoms 
relating to social and behavioural challenges, are at an increased risk for inactivity due to 
fewer opportunities, and in turn have limited opportunities to enhance their motor and social 
skills. Multiple systematic reviews have been completed to understand the impact of physical 
activity on outcomes for children with ASD. Two systematic reviews have focused on the 
general health benefits of physical activity for children with ASD (Alhowikan, 2016; Sowa & 
Meulenbroek, 2012), an additional two focused on cognitive outcomes (Bremer, Crozier, & 
Lloyd, 2016; Tan et al., 2016), and the most recent on the correlates of physical activity and 
sedentary behaviour (Jones et al., 2017). Overall the reviews found there to be evidence of 
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reduced stereotypic behaviour (Alhowikan, 2016), increased motor and social competency 
(Sowa & Meulenbroek, 2012), and increased executive function (Bremer et al., 2016; Tan et 
al., 2016), with the need for tailored physical activity interventions (Jones et al., 2017).  
While not included as a core deficit or comorbidity in either the DSM-IV or DSM-5, 
executive functioning is often seen as an impairment in people with ASD (Craig et al., 2016; 
Pennington & Ozonoff, 1996). Executive functioning includes  one’s ability to plan, their 
working memory, and flexibility of mind, inhibition, impulse control and initiation 
(Pennington & Ozonoff, 1996) which provide a foundation for planning and problem solving 
(Diamond, 2012). Difficulty with executive functioning adds complexity to participation in 
physical activity, recreation and sport (Memari et al., 2017; Tan et al., 2016). Participation in 
sport as part of a group may provide a natural, community-based opportunity for physical 
activity, as well as participation in socialisation and peer networking (Luiselli, 2014). For 
children with ASD, group sport requires many skills that hinge on executive function, which 
includes understanding the purpose of the game, the motivation, the rules of the game and 
verbal instructions (Massion, 2006).  
Hilton et al. (2014), following a pilot study of seven children with ASD focused on 
executive functioning, highlights that a lack of cognitive flexibility may lead to a decrease in 
physical activity. The systematic reviews of Sowa and Meulenbroek (2012) and Jones et al. 
(2017) found evidence to suggest that motor skills, along with social skills, can benefit from 
increased physical activity. Bremer et al. (2016), following a systematic review of 12 studies, 
postulates that improvements in executive functioning may be the overall basis for the 
improvement seen in stereotypic behaviour, cognition, and attention and social, emotional 
behaviour. Although most research is based on small participant numbers, significant benefits 
have been found, and further research including longitudinal follow up of physical activity 
interventions has been recommended (Sowa & Meulenbroek, 2012). Furthermore, it has been 
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suggested, due to small sample size and the lack of studies with a longitudinal design, that 
future research investigates the role of sex/gender as a potential correlate of physical activity 
to be investigated  (Jones et al., 2017). Further longitudinal studies have been suggested with 
a focus on measuring the impact of physical activity and movement competency on executive 
functioning over time (Bremer et al., 2016).  
Interestingly, the systematic review and meta-analysis completed by Tan (2012) 
found that individuals with ASD improved their social skills most in ‘individual’ exercise 
programs. However, Tan (2012) discusses the challenges in defining what an individual 
exercise program is versus what a group program is. It would seem that individual does not 
mean solitary in the context of physical activity, especially in the context of physical activity 
interventions. It may be that small 1:1 exercise intervention supervised by an adult 
(sometimes a very well-trained adult) is not really individual at all. Two people may be 
considered a group by many. It could be that it isn’t the size of the group alone that matters 
(i.e. 1 or 10 in a jogging group). It may be that the format of the activity such as a game of 
strategy and trying to predict the intention of your opponent, is just as, if not more important 
to see improvements in social skills (i.e. checkers, chess, tennis, soccer or Australian Rules 
Football (explained in Chapter 4)). It may also be that group size, or level of strategy needed 
isn’t important, perhaps a shared enjoyment, interest and motivation to engage in the activity 
is what is needed to see improvements in social skills.  
While possible improvement in executive functioning has been a focus of previous 
studies of increased physical activity, a recent study found that theory of mind may explain 
social impairments in children with ASD better than executive functioning (Jones et al., 
2018). Theory of mind is a common theory used to explain the symptoms of ASD and 
focuses on the challenges people with ASD have in understanding the intentions, thoughts 
and behaviour of other people (Jones et al., 2018). Improvement in theory of mind has not 
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been a major focus of increased exercise, recreation and sport interventions for people with 
ASD. However, it stands to reason that individual exercise programs such as running on a 
treadmill may support increased executive functioning while group-based activities of two or 
more people that require strategy and considering your opponent’s intentions (e.g. checkers, 
chess, tennis, AFL footy) may simultaneously benefit both executive functioning and theory 
of mind. While increased physical activity may be beneficial, little is known about how to 
support greater participation for children with ASD within the context of organized physical 
activity and sport (Obrusnikova & Cavalier, 2011). Of course, to have the potential to benefit 
from increased physical activity, one must first participate in the activity.   
Summary  
The WHO ICF framework presents the dynamic relationship of health and disability 
as being fluid. Both environmental factors and personal factors are seen to influence one’s 
health or disability status. Environmental and personal factors influence if a child is seen as 
being developmentally vulnerable or not. The prevalence of neurodevelopmental disorders 
and ASD has increased over the past years, in part due to improved screening and diagnosis. 
Many interventions are costly in both time and money. Exercise and participation in 
community-based group physical activity and sport may be one way to support the 
development of children with neurodevelopmental disorders, and ASD.  
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Chapter 3: Participation in physical activity and sport 
 
“The revised Charter (of Human Rights) should mark a shift away from words towards 
action. … This is also a strong recognition of physical education as a driver for promoting 
gender equality, social inclusion, non-discrimination and sustained dialogue in our societies.” 
- Irina Bokova, UNESCO Director-General (UNESCO Press, 2015). 
Defining participation 
Since the introduction of the ICF, there has been an increased focus on the importance 
of participation as a key clinical outcome (Noble, Wyatt, McGrath, Roffey, & Rowling, 
2008). The ICF framework defines participation as involvement in a life situation (World 
Health Organization, 2001). The framework goes on to define participation restriction as 
problems a person might experience in their day to day life as they aim to become involved in 
life situations. Participation restrictions are determined by comparing one’s involvement in 
life situations to that of someone without a disability or impairment in the same culture 
(World Health Organization, 2001).  
The conundrum of participation is not dissimilar to the proverbial chicken or the egg 
as participation is an independent and dependent variable - both a prerequisite, and an 
outcome. On the one hand, participation may be one of the most important outcomes of 
physical activity, sport and recreation as without participation one cannot expect to 
experience the potential benefits of increased physical activity in a social environment 
(Whiteneck & Dijkers, 2009). Participation is a complex relationship between attendance and 
involvement, their regularity and their quality. Imms. et al. (2016) discuss that while 
attendance is quite easy to measure, the idea of engagement or low and high quality of 
engagement is more difficult and fraught with challenges to consistently measure as an 
outcome. To achieve consistency practitioners, researchers and consumers are encouraged to 
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ask, to share and to know, “what is the question we are trying to explore?” (Imms, Granlund 
et al., 2016). The challenges surrounding the understanding of participation, what it is, how to 
support it, and how to measure it still exist (Adair, Ullenhag et al. 2015). However, there has 
recently been a greater focus to answer these questions and to reduce heterogeneity of 
terminology surrounding participation.  
A systematic review of 25 studies focused solely on the terminology associated with 
participation for children with neurodevelopmental disorder showed that even while using the 
ICF definition of participation the construct of participation varied greatly, and participation 
restrictions were rarely a focus (Imms et al., 2016). The authors found that participation has 
been interpreted through two major themes; attendance, and involvement, and three minor 
themes; preferences, activity competence and sense of self (Imms et al., 2016). The authors 
concluded that measuring participation, without explicitly stating what is meant by it, 
continually results in a lack of consistency and difficulty in interpretation (Imms et al. 2016). 
The authors recommended that researchers always define the concept to increase clarity and 
decrease future heterogeneity of terminology associated with participation (Imms et al., 
2016).   
For the purposes of this Thesis attendance refers to the act of physical access and 
being present. Engagement relates to the quality of the experience (positive or negative). 
Participation is, therefore, a product of attendance and engagement, both of which are 
influenced by environmental and personal factors (Whiteneck & Dijkers, 2009). Participation 
restriction as defined by the WHO ICF has been included as a barrier (when restriction is 
present). Considering the above, participation for this Thesis is considered to be a product of 
barriers and facilitators related to access, attendance, engagement and continued 
participation.  
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Participation in the community, recreation and physical activities are seen as vital to 
child development (Larson, 2000). The World Health Organization (WHO) Total 
Environment Assessment Model Early Childhood Development (TEAM-ECD), focuses on 
the social determinants of health and highlights the role of the whole environment from 
intimate family relationships to global relationships (global policies). The TEAM-ECD 
model includes access and participation in culturally relevant activities, including sport, 
which can act as a protective factor to early childhood development during the most crucial 
years of development from birth to 8-years-old (Siddiqi, Irwin, & Hertzman, 2007).  
Due to the possible benefits of participation, there has become a greater focus in child 
health and development research utilising participation as a key outcome (Imms et al., 2016). 
The recent increase of participation research focused on physical activity and sport for 
children with neurodevelopmental disorder is demonstrated by one systematic review which 
reported 64% of included studies (n=17) had been published between 2014 and 2016 (Ross et 
al., 2016). A challenge and a criticism of the ICF is that there is a lack of distinction between 
activity and participation, resulting in confusion and considerable heterogeneity of the way 
the terms are used (Dijkers, 2010). The following sections will first consider participation in 
physical activity and then consider participation in community-based, organised physical 
activity (sport), before exploring factors related to participation.  
Participation in physical activity  
Multiple countries outline daily and weekly physical activity guidelines including 
Australia (The Department of Health, Australia, 2014), New Zealand (Ministry of Health, 
2015), the United States of America (Office of Disease Prevention and Health Promotion, 
2008), Canada (Tremblay et al., 2016), and the United Kingdom (Department of Health, 
2011). Australia’s national physical activity guidelines for children recommends 60 minutes 
of physical activity every day (Okely et al., 2012). While shorter amounts of physical activity 
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(20-40 minutes) may be beneficial, greater frequency and intensity has been shown to result 
in more positive outcomes (Janssen & LeBlanc, 2010; Okely et al., 2012).  
Regular physical activity has been found to enhance motor skills and reduce negative 
emotions (Houwen, Hartman, & Visscher, 2009) which may be related to the way physical 
activity supports an increase in executive functioning (Hillman, Buck, Themanson, Pontifex, 
& Castelli, 2009; Themanson, Hillman, & Curtin, 2006). There is strong evidence that 
exercise improves quality of life, self-esteem, physical self-perceptions, emotional regulation 
and reduces depression, anxiety, anger, and perceived stress (Sharma, Madaan, & Petty, 
2006). A systematic review summarised the benefits of increased physical activity in the 
context of sport and recreation as having the ability to increase self-esteem, confidence, 
social connectedness, and social skills (Eime et al., 2013). A systematic review to inform 
Australian Guidelines on participation rates of physical activity for typically developing 
children aged 5-17 reported increased levels of physical activity supports better health 
outcomes through physical, cognitive and psychological benefits (Okely et al., 2012). 
However, the systematic review went on to state that due to limited evidence regarding the 
level of intensity required to experience the benefits commonly associated with physical 
activity future research focused on intensity and type of activity is needed (Okely et al., 
2012).  
Physical activity for children with developmental disabilities (cerebral palsy, down 
syndrome, and neuro-motor impairments) has been studied and summarised in a study 
reviewing three previous systematic reviews and an additional 14 studies (N = 145 across 14 
studies, range N = 1 to N = 28) (Johnson, 2009). Johnson (2009), concluded that while 
benefits appear to exist (improved aerobic capacity, improved gross motor function and 
participant/parent satisfaction), due to small sample sizes, short duration, and low to medium 
quality methodological approaches, larger, more rigorous studies are needed with greater 
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rigour and methodology. The studies have included group fitness, strength training, personal 
training sessions, treadmill (walking/jogging), outdoor (walking/jogging) and home-based 
exercise programs (Johnson, 2009). Only one study, a fitness program included in the 
systematic review was in a community-based setting (Fragala-Pinkham, Haley, & Goodgold, 
2006). The majority of included studies involved specially trained personal trainers, 
physiotherapists or occupational therapists. There were no activities included that closely 
resembled a mainstream community-based physical activity program easily accessible to the 
community.  
Despite a consensus on the benefits of physical activity for children (European 
Working group on Sport and Health, 2008; World Health Organization, 2010a), children 
remain engaged in too much sedentary behaviour and not enough physical activity 
(VicHealth, 2016). Health risks associated with limited physical activity including obesity 
and diabetes are continuing to rise to epidemic proportions (Waxman, 2005).  Parent 
concerns surrounding physical activity and sedentary behaviour are reflected in the first 
Australian Child Health Poll of parents (N = 1000). The poll found the top three health 
concerns of parents of children under the age of 18 years old to be i) excessive screen time, 
ii) obesity and iii) not enough physical activity (Rhodes, 2015).  
Compared to their typically developing peers, children with ASD are engaged in 
physical activity up to 60 minutes less, who, on average participate in 90 minutes of physical 
activity daily (Australian Bureau of Statistics, 2012b). A systematic review of six studies 
found that young people with cerebral palsy (CP), a heterogeneous group of clinical 
syndromes ranging in severity affecting muscle tone, posture and movement participate in 
physical activity 13-53% less time than their typically developing peers (Carlon, Taylor, 
Dodd, & Shields, 2013). One study included in the systematic review of parents of children 
with CP aged 5-7-years old showed that young people with CP participated in half the 
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amount of time, at nearly half of the level of intensity of the time and intensity as set by 
Dutch physical activity guidelines (Zwier et al., 2010). The same study found that parents 
reported access to facilities as a barrier with 22% stating that more sport facilities are 
required (Zwier et al., 2010).  
Participation in sport  
Sport is defined as an “activity involving physical exertion and skill in which an 
individual or team competes against another or others for entertainment” (English Oxford 
Living Dictionary, 2017). There are no national data that demonstrate the frequency, intensity 
and type of participation in sport for children with ASD in Australia. Participation research 
focused on community-based sport, in contrast to the field of physical activity research, is a 
relatively new field. Participation research focused on children with a neurodevelopmental 
disorder has grown following the inclusion of the concept of participation in the WHO ICF 
framework. Participation research regarding children with a neurodevelopmental disorder 
(including ASD) has been the focus of one systematic review focused on language used 
(Imms, 2015) and one systematic review of seven randomized control design studies (Adair, 
Ullenhag, Keen, Granlund, & Imms, 2015). The earliest randomized control design study 
included was a 2010 investigation of the effects of an aquatic intervention for 13 children 
diagnosed with developmental coordination disorder (Hillier, McIntyre, & Plummer, 2010).  
Because physical education participation may track into adult life (Shepard & 
Trudeau, 2000) and to highlight the importance of defining participation, adult data will be 
briefly presented here followed by the rate of participation in sport by children with ASD. 
Data from the Australian Bureau of Statistics (ABS) on adult participation shows that from 
2002-2006 the rate of adults who participated in sport remained relatively steady with 68% of 
adults with no disability and 53% of adults with a disability participating in sport (Australian 
Bureau of Statistics, 2009). A 2010 survey showed that 78% of adults in Australia without 
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disability participated in sport, but only 67% of adult Australians with a disability 
participated in sport. The reason for the increase in the period of 2006 - 2010 is not clear, 
especially after a period of no change from 2002 - 2006. A possible explanation could be a 
change in methodology as the first survey did not include a definition of participation while 
the second survey very clearly stated participation included involvement in sport as a player, 
administrator, volunteer or referee (Australian Bureau of Statistics 2012). On average, there 
is a 10-15% difference in the participation rate of people with disability and those without a 
disability. However, there is a much greater difference for those with mild disability (61%), 
severe disability (45%), and profound disability (42%). (Australian Bureau of Statistics, 
2012).  
The Survey of Disability, Ageing and Carers (2015) found parents of 40.3% of 
children up to 15-years of age with ASD reported that their child did not engage in sport in 
the last 12 months (Australian Bureau of Statistics, 2017). Unfortunately, little can be 
extrapolated from this as there is no comparison to typically developing children using the 
same methodology in the survey. However, it once again highlights the need to report 
methodology, intensity, time engaged and physical activity type. The survey does not assess 
whether physical activity for sport was reported within the school day. If the survey did 
encompass the school day and 57% of children did not participate in physical activity for 
sport as part of a physical education program, this would be disappointing given what is 
known about the benefits of physical activity. The differences between years and between 
disability groups for adults highlights the importance of defining participation, reporting 
methodology and subgroups. See Table 3.1 for a summary of the reported rates of 
participation in sport from the Survey of Disability, Ageing and Carers of children with ASD 
in Australia.   
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Table 3.1.  
Summary of participation in physical activity as sport in last 12 months for children up to 15 
years old with disability.  
Condition reported Did not 
participate 
in any 
physical 
activities 
for sport in 
last 12 
months 
Participated 
in physical 
activities 
for sport in 
last 12 
months 
Not 
applicable 
Does 
not 
leave 
home 
Total 
Autism and related disorders 
(including Rhett’s 
syndrome and 
Asperger's syndrome) 
 
40.3% 43.0% 16.3% 0.0% 100% 
Intellectual and developmental 
disorders 
 
39.8% 57.1% 4.0% 0.0% 100% 
Intellectual disability 
 
80.1% 19.2% 0.0% 0.0% 100% 
Other developmental/learning 
disorders 
 
18.7% 71.9% 14.3% 0.0% 100% 
Attention deficit 
disorder/hyperactivity 
 
21.5% 48.5% 31.2% 0.0% 100% 
Other childhood/adolescent 
onset mental and 
behavioural disorders 
6.0% 72.6% 13.1% 0.0% 100% 
Total 31.1% 50.7% 18.7% 0.0% 100% 
Adapted from: The Australian Bureau of Statistics (2012). Perspective on Sport: Participation 
in sport and physical activity recreation by people with a disability. Canberra available 
from: http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4156.0.55.001main+features3July%202012  
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Factors influencing participation 
It is important to consider the impact that environmental factors play as a pre-requisite 
to experiencing the benefits of sport (Bailey, 2006). For the benefits of sport, physical 
activity, and physical education to be realised, we are reminded of the need for dedicated, 
well-supported coaches, teachers and well-informed parents (Bailey, 2006). As highlighted in 
the WHO IFC, environmental factors such as coaches, parents and policy impact on 
participation, just as personal factors do (World Health Organization, 2001). Environmental 
and personal factors can be seen as both barriers and facilitators to participation in 
community-based organised physical activity (World Health Organization, 2001). 
An in-depth conceptual model, as displayed in Figure 3.1 has been developed to 
visualise the factors affecting leisure and recreation opportunities including physical activity 
for children with a disability (King et al., 2003). The model includes barriers, such as 
financial constraints, as well as facilitators such as supportive family demographics across the 
factors of environments, family, and child (King et al., 2003). The complex factors depicted 
in the model correspond to the simplified categories of personal and environmental factors 
presented in the ICF Framework impacting upon a child’s participation in life events (World 
Health Organization, 2001). Together with the f-words of childhood disability, the ICF 
framework and the model developed by King et al. (2003) will be utilised in part to inform a 
survey of parents as the empirical study of this thesis and to provide consistent language and 
terminology throughout. 
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Figure 3.1 Conceptualisation of factors affecting the recreation and leisure participation of 
children with disabilities. From: King, G., et al. (2003). "A conceptual model of the factors 
affecting the recreation and leisure participation of children with disabilities." Physical & 
occupational therapy in Pediatrics 23(1): 63-90. Copyright by King et al (2003).  
 
While increased physical activity is an important goal, it is not the only endpoint of 
interest. Participation is one key to achieving downstream benefits by influencing physical 
functioning which, in turn, impacts biological and physiological variables (Wilson & Cleary, 
1995). It is important to note that participation is on the pathway to other important outcomes 
such as greater well-being (King et al., 2003), better quality of life and mood states (Penedo 
& Dahn, 2005) and better psychological well-being (Poulsen, Ziviani, Johnson, & Cuskelly, 
2008). Following a systematic review of 29 studies analysing the benefits of sport 
participation for typically developing children, Eime et al. (2013) proposed a conceptual 
model of ‘health through sport’ due to the social nature of sport and the beneficial outcomes 
related to increased physical activity in a team sport environment (i.e. increased self-esteem, 
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increased social interactions and fewer depressive symptoms) (Eime et al., 2013; Johnson, 
2009).  
Before realising the potential benefits of increased physical activity and social 
opportunities via community-based sport, it is clear that facilitation of participation of 
children with neurodevelopmental disorder is a crucial first step. Access and participation 
precede engagement in physical activity and are the prerequisite factors to experiencing 
benefits associated with higher levels of physical activity for children with 
neurodevelopmental disorder (Obrusnikova & Cavalier, 2011; Shields & Synnot, 2016; 
Shields, Synnot, & Barr, 2012). It has been proposed that participation in physical activity 
and in organised community sport can yield physical, social, and mental health benefits for 
children with neurodevelopmental disorder (Adair et al., 2015).  
Specific to children with ASD, participation in physical activity may support 
increased physical (i.e. gross motor coordination) and social functioning (i.e. increase 
socialisation opportunities) through participation in organised, community-based sport, which 
impacts biological and physiological well-being (Wilson & Cleary, 1995). Despite the rarity 
of research focused on participation in sport for people with ASD, and the inherent barriers to 
participation, sport may be one way for people with ASD to reduce the impact of the core 
deficits they experience (Massion, 2006). Organised community sport may offer benefits for 
socialisation. However, participation requires many skills that hinge on competent executive 
functioning such as understanding the purpose of the game, the motivation, the rules of the 
game and verbal and non-verbal instructions (Massion, 2006).  
The idea that sport may be beneficial to children with ASD is supported by studies 
that have found a moderate effect size on cognition for swimming (0.6) (Pan, 2010) and high 
effect size (average 1.6) for the reduction of stereotypic behaviour through Kata training (a 
subset of karate) (Bahrami, Movahedi, Marandi, & Abedi, 2012), therapeutic horseback 
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riding (Gabriels et al., 2012) and aerobic exercise (Rosenthal-Malek & Mitchell, 1997). For 
example, in one study, participation in table tennis was found to increase motor proficiency 
and executive functioning skills for a group of 22 boys (Pan et al., 2016). The boys aged 9 
years (+/- 1.75 years) participated in 12 weeks of table tennis and benefits were sustained for 
at least 12 weeks following the intervention (Pan, 2016).  
Barriers and facilitators to sport for children with a neurodevelopmental disorder 
Despite the reported benefits, access to sport is not equal for all children. A systematic 
review comparing participation factors for typically developing children and children with 
neurodevelopmental disorder found that barriers to participation in physical activity and 
recreation are similar for both groups and are quite often related to activity preference, 
motivation and previous participation (Shields, King, Corbett, & Imms, 2014). Specific to 
children with disability, a systematic review summarised barriers in the categories of 
personal, social, environmental, and policy and program barriers, ranging across themes from 
financial constraints, lack of training, lack of facilities, negative staff attitudes, and limited 
staff capacity (Shields et al., 2012). The same study also found that while many studies have 
focused on barriers (12 personal barriers, 13 social barriers, 11 environmental barriers, 12 
policy barriers) fewer have focused on facilitators (4 personal facilitators, 6 social facilitators, 
4 environmental facilitators, 5 policy facilitators) (Shields et al., 2012). See Table 3.2 for a 
summary of the barriers and facilitators adapted directly from Shield’s 2012 systematic 
review.  
A qualitative focus group study (23 children 10-18 years-old with disability, 20 
parents of children with disability aged 6-18 years old and 20 sport and recreation staff) 
found the key barriers unique to children with disability included: physically not being as 
capable as their peers; social barriers such as negative societal attitudes; and parents 
identified that their child felt a sense of frustration or loss of confidence when they compared 
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their skills with those of their typically developing peers which may then create a barrier to 
participating again in the future (Shields & Synnot, 2016). Overall, the qualitative study of 
perceived benefits and barriers showed both, within and between group similarities and 
differences (Shields & Synnot, 2016). However, the difference within groups may have been 
influenced due to the design of the groups and the specific questions that they answered 
(Shields & Synnot, 2016). 
  
34 
 
Table 3.2 
 
Barriers and facilitators to physical activity for children with disability identified by Shields 2012 
systematic review.  
Category Barriers Facilitators 
Personal  - Lack of skill (physical) 
- Lack of skill (social) 
- Preferences for activities other 
than physical  
- Fear  
- Lack of knowledge or awareness 
about exercise 
- Other (lack of time, pain or 
discomfort) 
- Child’s desire to be fit and active 
- Practice to gain skills 
- Other (gaining confidence, 
understanding need to exercise, 
fun, using a log book, introduction 
to play environments)  
Social - Parental actions, behaviours or 
concerns  
- Lack of friends or unsporting peers  
- Negative societal attitudes 
- Other (lack of role models, lack of 
adequate communication between 
staff, interpreter and child 
- Parental or family support 
- Involvement of peers  
- Other (increasing awareness and 
education of children without 
disability and their parents, positive 
encouragement from others, adults 
with disability acting as role 
models).  
Environmental  - Inadequate facilities  
- Transport 
- Other (weather) 
- Facilities  
- Other (transport, safe areas)  
Policy and 
programme 
- Lack of appropriate physical 
activity programmes  
- Those that are offered focus on 
team sports Lack of staff capacity  
- Negative staff attitudes towards 
working with people with 
disability  
- Cost  
- Other (focus on competitive team 
sports, activities not competitive 
enough, lack of funding, lack of 
information about the benefits of 
physical activity, lack of 
information available for parents 
about opportunities to participate, 
rules and regulations, deficiency of 
guidance, lack of agreement 
between organisation about who is 
responsible for integration / 
segregation and what was 
preferred 
- More and better-quality 
programmes 
- Skilled staff 
- Physical activity  
- Information and awareness 
- Other (organisational integration 
policy and support decision makers 
and funding agencies, special 
agency to provide information, 
special participation and selection 
and evaluation procedures, 
continuum of development 
opportunities, better funding of 
programmes in play areas, success 
through demonstration, local 
organisation to support athlete who 
are blind, financial assistance for 
parents)  
From: Shields, N., Synnot, A. J., & Barr, M. (2012). Perceived barriers and facilitators to physical activity for 
children with disability: a systematic review. British Journal of Sports Medicine, 46(14), 989-997.  
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The additional challenges experienced by people with ASD may create barriers to 
participation in physical activity, especially in group sport which may provide a natural, 
community based physical activity as well as participation in socialisation and peer 
networking opportunities (Luiselli, 2014). The core and secondary impairments associated 
with ASD can present barriers for a child to participate in mainstream community activities 
(Thompson & Emira, 2011). Further, concern for child safety and the child’s preference for 
sedentary activities have been identified by parents as barriers to the child’s participation in 
community activities (Brewster & Coleyshaw, 2011; Thompson & Emira, 2011). Due to the 
compounding nature of the core deficits of ASD, participation may be limited due to a lack of 
social ability and difficulty with motor competency, which in turn limits development of 
social skills and results in worsening levels of physical inactivity, isolation and continued 
social impairment (Tan et al., 2016).  
 Memari et al. (2017) and Fournier et al. (2010) highlight the risk of the possible 
cyclical nature of the core deficits of ASD, being that, lower rates of participation, due to a 
lack of social ability and difficulty with motor competency may then limit further 
development of social skills, resulting in worsening physical inactivity, isolation and 
continued social impairment, while typically developing children continue to gain and 
practice these crucial skills toward competency on a daily basis. Barriers identified by 
children with ASD include competing interests such as video games and listening to music, 
as well as feeling tired or feeling bored when exercising (Obrusnikova & Cavalier, 2011). 
Facilitators to participating in sport as reported by children in the same study included 
previous participation in individual/team sport and playing sport using a video game console 
(e.g. Nintendo Wii) (Obrusnikova & Cavalier, 2011).  
Some facilitators of participation, such as previous participation in sport are of course 
dependent on previous participation (Shields et al., 2012). That is to say that participation is 
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both an independent, and dependent variable of itself. Experience of prior participation and of 
current participation may also influence, positively or negatively, ongoing participation. Past 
and current participation facilitates future participation - without participation, a cycle of non-
participation begins. While there is a growing body of knowledge regarding barriers to 
participation in physical activity in children with neurodevelopmental disorder, there has 
been a limited focus on facilitators of physical activity (Shields et al., 2012). Furthermore, 
participation research typically reports on frequency and proportion of time and not on 
enjoyment and involvement, factors that could influence future behaviour (Imms, Froude, 
Adair, & Shields, 2016). A greater focus on child and family goals and perceived benefits 
may help in better understanding barriers and facilitators and support long-term behaviour 
change.  
Certainly, sport is taking a role in supporting people with ASD to participate as both 
players and spectators. A 2016 special insert within Sport Illustrated magazine highlighted 
multiple examples where sport programs were supporting individuals with ASD and included 
a focus on the training and support provided by coaches to major venue staff in the United 
States of America (Wertheim & Apstein, 2016). The Sports Illustrated article highlights 
multiple examples across sports such as basketball, mixed martial arts and ice hockey of 
adults with autism excelling in their sport. As Shield’s (2012) reported, examples of adults 
with disability is a facilitator of participation for other people with disability. The possible 
facilitator of Sports Illustrated has a significant reach and a potential for impact with over 23 
million international subscribers in 2007 (Plunkett, 2007). Just as Murphy and Carbone 
(2008) may have a factor of impact on the community, so too may the Sports Illustrated 
article act as a facilitator of participation through increased knowledge and through 
supporting adults with disability to act as role models. The Victorian Inquiry into Women and 
Girls in Sport and Active Recreation highlighted that it is harder to be what you can’t see in 
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terms of role models in sport, leadership and employment (O’Neal, 2015). To extrapolate 
from the idea that it is harder to be what you can’t see, the potential for people with disability 
to act as role models and to inspire other people certainly should not be underestimated.  
Chapter summary 
Given the potential benefits of physical activity toward greater physical and mental well-
being for children with neurodevelopmental disorder and ASD (Murphy & Carbone, 2008; 
Pontifex, Fine, Da Cruz, Parks, & Smith, 2014), providing additional support to participate in 
physical activity through organised sport is one way to facilitate an increase in their physical 
activity and the associated health benefits (Janssen & LeBlanc, 2010). While there is 
emerging evidence to support the benefits of physical activity for children with ASD in 
individual and group sport (Tan et al., 2016) including benefits to overall executive 
functioning (Bremer et al., 2016) there remains a gap, and an opportunity in understanding 
why access and participation rates are lower for children with ASD than for their typically 
developing peers. 
Despite strong policies in place, including the recognition of access to sport for all as a 
human right (UNESCO, 2015); access and barriers to increased physical activity, recreation 
and sport remain with little known about facilitators (Shields & Synnot, 2016). While 
government programs are aiming to decrease barriers and increase facilitators (Koenig et al., 
2010; Sport and Recreation Victoria, 2013; The Australian Football League Victoria, 2017; 
VicHealth, 2011) there is still limited research on facilitators to accessing, participating and 
having positive engagement with physical activity, recreation and sport (Shields et al., 2012). 
In summary, the concept of participation is complex, and as such, it is of utmost importance 
to be clear that participation refers to both an outcome and a prerequisite to experiencing the 
possible benefits of sport. Within the context of this thesis, the focus will be on participation 
and the elements of attendance and the quality of engagement upon attending.   
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Chapter 4: The Australian Football League 
“I think the major, major one was it sort of brought some sort of normality… we could say 
that we’re doing AFL Auskick as well.” 
- Mother of a 6-year-old boy with ASD (May, 2017). 
A brief history of Australian Rules Football 
In 1857, Tom Wills, a Rugby and Cricket Player returned from England and 
developed Australian Football as a way to keep Cricketers in shape during the off-season 
(The Australian Football League, 2016). Since then footy, as it is affectionately known, has 
been labelled the great equaliser that brings communities together and is a large part of the 
multicultural fabric of Australia. The AFL holds significant social capital in Australia, 
especially in Victoria. Victorians are proudly ‘sport mad,’ as the locals say, with Melbourne 
receiving the Ultimate Sport City Award which was proudly announced by the Premier of 
Victoria, Daniel Andrews in 2016 (Eren, 2016).   
It could be said that footy is more than just a game - footy is part of the social fabric 
that is interwoven into the Australian cultural tapestry. While this may sound like hyperbole, 
over 7 million people attended a professional AFL game in 2015, which in a country of 24 
million people may be considered significant by some. In 2014 the AFL generated over 
$AUD 450 million in revenue (Australian Football League, 2015). The gravity of AFL 
Football is so great that a public holiday for a footy parade became a political football during 
the 2016 Victorian State election. Following the election of the Labour party Victorians have 
since enjoyed a public holiday for a football parade through Melbourne on the Friday before 
the Grand Final (The Age, 2016). The AFL has recently featured in the cultural narrative on 
women’s rights, marriage equality and racism within Australia. In 2016, Adam Goodes, an 
AFL star player and an Australian of the Year award recipient (2014) was the target of 
ongoing racial vilification, a story widely covered and debated throughout Australia during 
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the season. The launch of the professional AFL Women’s League in 2017 demonstrated the 
AFL’s commitment to female participation. Also in 2017, during national debate regarding a 
national survey on marriage equality, the AFL changed its physical logo at its headquarters 
from ‘AFL’ to ‘YES’ in support of marriage equality (The Age, 2017).  
The value of participation within a football club to increase social capital and social 
cohesion has been demonstrated using the concept of Social Return on Investment (SROI). A 
study from La Trobe University demonstrated a return on investment of $4.40 to every $1 
spent (Centre for Sport and Social Impact, 2015). The same study demonstrated benefits well 
beyond increased physical activity for members of a football club including shorter periods of 
unemployment and greater social connections in the community resulting in increased social 
capital of football club members (Centre for Sport and Social Impact, 2015). The benefits of 
footy for Indigenous youth have been published in two case studies. A collaboration in 
Western Australia between a footy program and the Clontarf Foundation found that 
Australian Rules Football could act as a vehicle to support indigenous youth, have an impact 
on the social determinants of health, and support young men through to employment 
(Neesham & Garnham, 2012). See Figure 4.1 for a summary of key milestones for the AFL 
in regard to the inclusion of adults and children with disability.   
 
 
 
 
 
 
 
Figure 4.1. Timeline of AFL, FIDA and Auskick.  
1857  
Australian 
rules 
football 
begins. 
1988 
Football 
Integration 
Development 
Association 
(FIDA) 
begins. 
2013 
Access All 
Abilities 
funding 
change. 
2013 
FIDA comes 
under the 
AFL Victoria 
corporate 
structure. 
1976 
Junior 
football 
development 
begins led by 
parent 
volunteers, 
later to be 
known as 
Vickick and 
ultimately 
Auskick. 
2016 
Approximately 
30 AAA 
Auskick 
Centres. 
40 
 
Inclusion of people with disability  
In June 1989, the Hawthorn Football Club (a professional AFL team) hosted a skills 
clinic at Glenferrie Oval for people with intellectual disability. The community initiative 
combined with support from local football clubs has resulted in the long-term success of the 
initiative and is today known as the Football Integration Development Association (FIDA). 
At that time (the late 1980s), a momentous change was occurring within large institutions and 
day programs for people with disability becoming more focused on community living and 
community-based activities. As community-based participation was increasing, the footy 
program became an outcome of a parent-led initiative with support from the local council and 
from the Hawthorn Hawks Football Club. Consequently, the popularity of disability specific 
football grew and in 1991 formally became known as the FIDA (Fox Sports Pulse, 2016). 
Today FIDA has grown to support over 700 players in Victoria and now hosts an annual 
National Carnival. The National Carnival provides the opportunity for adults with disabilities 
to play for their state in a team environment.  
Until 2013 FIDA operated with support from AFL and from AFL Victoria but was a 
separate legal entity. As CEO of AFL Victoria, Grant Williams coordinated the change in 
which FIDA joined AFL Victoria as part of the overall corporate structure. Although the 
change may have appeared to be only an innocuous administrative formality, minor changes 
to include a league for people with intellectual disability can not only provide benefits for 
FIDA in terms of brand and organisational longevity but can also benefit the staff of AFL 
Victoria.  
It has been reported by Grant Williams that the employment of an inclusion manager 
(Logan Whitaker) has increased the knowledge of staff, including himself. The change in 
structure demonstrates a commitment to inclusion by including FIDA and providing 
meaningful, ongoing support. His decision to bring FIDA into AFL Victoria as part of the 
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corporate entity ensuring inclusion remains part of the strategic plan. The benefits for staff 
who discuss their portfolios of work and responsibility are great when a member of staff is 
dedicated to supporting people with disabilities. The inclusion of people with disability has 
extended from FIDA to employment and into the children’s league – NAB AFL Auskick 
(Auskick).  
Today the AFL offers programs to systematically support inclusion and diversity of 
gender, sexuality, cultural background, people of all abilities (physical and cognitive). The 
decision to embed a league for adults with intellectual disability (Football Integration 
Development Association: FIDA) within AFL Victoria also provides the opportunity for a 
pathway to be developed from childhood to adulthood for many people who could not access 
enough support to participate previously. With the addition of AFL 7’s; a modified ‘touch’ 
version of Australian Rules Football a pathway for people with disability is now complete 
from Auskick (aged 5-12), AFL 7’s (aged 12-17), and FIDA (adult).  
If we are to learn from history and the growth of FIDA, it will be important to note 
the involvement of individuals with a disability, family, industry, and government joining 
together to support long-term change during a time of great upheaval when institutions for 
people with disability were closing. Today, with an increased focus on inclusive schooling 
and communities, sport will continue to play a role in the inclusion of people with disability 
in the community. To reflect this desire by the community and to support inclusion and 
interaction the Victorian Department of Health and Human Services (DHHS) (at the time 
Department of Human Services) expanded Access All Abilities (AAA) funding to be 
available to State Sporting Associations (SSA) in Victoria. The AAA funding went on to 
have a significant impact on AFL Auskick.  
The term all abilities is a commonly used term within the disability sport sector in 
Victoria. The Victorian State Government’s Access All Abilities (AAA) program designed to 
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increase access to sport for children of all abilities, including children with developmental 
and physical disability. The AAA program is also designed for children who may not have a 
diagnosis which would typically be considered a physical or cognitive disability but, 
nonetheless, may benefit from access to sport in a supportive environment with reasonable 
modifications made (Sport and Recreation Victoria, 2013). The Australian Football League 
Victoria (AFL Vic) has also adopted the term ‘all abilities’ in relation to its All Abilities 
Auskick Centres.  
In Victoria, Access All Abilities (AAA) funding changed in 2013 from being awarded 
solely to local councils to allowing State Sporting Associations (SSAs) to apply (i.e. 
Gymnastics Victoria, Winter Sport Victoria, Netball Victoria, AFL Victoria etc.). The 
funding aims to increase inclusion while supporting sport experts who are working to help the 
sport community in Victoria. In this respect, a group of inclusion managers representing 
group and individual sport has formed the Sport Inclusion Network (SIN) which aims to 
share resources and best practice across sport. The funding and resulting networks have 
facilitated the continued growth and development of inclusive options for children in 
Victorian Auskick aged 5-12 as well as continued support of school holiday programs for 
people up to 18 years of age.  
Auskick  
Auskick is a mainstream, Australian Rules Football skill development program run by 
the AFL. Primarily for children 5-12 years-old, Auskick aims to be inclusive of all children 
regardless of gender, cultural background, abilities/disabilities. Although all Auskick centres 
strive to be inclusive, because of training, resources and internal initiatives, the ability to 
support all children varies across clubs and organisations. Some Auskick programs may 
include children as young as 3 and 4 years of age. Other Auskick programs, such as school 
holiday programs or programs at Special Developmental Schools involve young people up to 
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18 years of age. Auskick is played by approximately 200,000 children in Australia 
(Australian Football League, 2015).  
Auskick aims to be non-competitive and as such does not keep score when practice 
games are played. Auskick focuses on building the skills needed to play footy. The cost of 
Auskick can vary from club to club but is approximately $AUD 80-120 per child for a 
season. A season of Auskick lasts for 8-12 weeks and consists of weekly 2-hour sessions. 
Auskick sessions typically occur on a Saturday but can also take place during the week and 
on Sundays. Auskick Centres may exist at a local football club or elsewhere such as a special 
development school or early intervention centre and are mainly supported by volunteer 
parents. The AFL employ approximately 100 game development officers, a dedicated state 
inclusion manager (since 2013 season) and a dedicated national inclusion manager (since 
2017 season) to in part support Auskick. The variability in the price, timing, frequency, 
length of session and location reflects the availability of volunteers and resources such as 
field availability (i.e. competition for field space from other football teams, clubs and other 
sports such as soccer).  
Auskick is a program that is community-based, made possible through parent 
involvement and is heavily reliant upon volunteers to be successful. Many parents volunteer 
as coaches, assistants, or to run the canteen. Auskick aims to be a family-friendly 
environment and children often play during halftime at professional AFL games. Coaches, 
who are typically parents, but can also be community members, are supported by Game 
Development Officers. While Game Development Officers cannot attend each Auskick 
session at each club, they aim to support coaches with specific knowledge about skills and 
drills designed for Auskick. Game Development Officers are typically young adults hired 
casually for the Auskick season who have well-developed knowledge of the game of 
Australian Rules Football.  
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Auskick is part of the culture of AFL with a significant mainstream and social media 
following. There is an Auskicker of the week segment broadcast on national television during 
professional AFL games. The Grand Final game, where children who have participated in 
Auskick deliver medals to the winning AFL Premiership team was watched live by 
approximately 100, 000 people and had a television viewership of 6.5 million in 2016. The 
social media following of the AFL is large with nearly 1 million Facebook followers and 700, 
000 Twitter Followers. Auskick and footy clubs may have a different reach and add value 
differently in a way that is typically associated with general physical activity.  
In Victoria, there is a choice of participation methods referred to henceforth as the 
AAA model. Aside from mainstream, families interested in Auskick may choose from i) 
modified, ii) disability specific and, iii) side by side. However, availability of participation 
method varies due by location and population available. The AAA model is designed to allow 
children to move between participation methods if, and when they feel comfortable. For 
example, a child may wish to begin in a disability-specific model and during the season, or 
the following season may choose to join a mainstream or modified model. If no AAA 
Auskick Centre exists close to where they live, Auskick will make reasonable adjustments to 
support inclusion and participation in line with at least the minimum adjustments as set forth 
in the Equal Opportunity Act Victoria 2010 (The State Government of Victoria, 2010). Since 
AAA funding was awarded to AFL Victoria, at least 30 AAA Auskick centres have been 
established with disability awareness training and specific coach training provided. In the 
major metropolitan areas, a disability-specific program such as an ASD or disability only is 
possible. However, in a smaller regional area, an inclusive mainstream program is sometimes 
the only option.  
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Summary 
The AFL and Auskick hold significant social capital in Australia, especially in Victoria. 
Unlike many other physical activities that have been a research focus in childhood disability, 
the AFL is a professional sporting league that manages pathways for elite and recreational 
players with a growing focus increasing the inclusion of Aboriginal, female and participants 
of all abilities.   
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Chapter 5: Aims, research questions and methods  
The preceding chapters have presented an overview of developmental vulnerability, the 
dynamic relationship between health and disability and the benefits of physical activity for 
children. The thesis has presented the potential for inclusion in community-based sport and 
recreation to support the biopsychosocial development of children who are developmentally 
vulnerable, including those with ASD, through increased physical activity in a social 
environment. While inclusion in community-based sport and recreation may be a way of 
supporting biopsychosocial benefits multiple studies have reported on the barriers to 
participation in disability specific and inclusive sport.  
Auskick is one popular community-based program that focused on developing the skills 
needed to play Australian Rules Football. Anecdotal evidence and one recent study based at 
an early intervention centre for ASD found that Auskick may have potential benefits for 
children and families. While there may be potential benefits for children and families, 
barriers and facilitators to access and continued participation are not known.   
Aims and research questions 
This study aimed to explore factors related to participation in Auskick from the 
perspective of parents of children who had never previously played Auskick (part 1) and 
children who have previously played Auskick (part 2). The research questions for the three 
parts of this study were: 
Part 1: Children and families who participated in community sport but have never 
participated in Auskick  
a. Are there sociodemographic differences between the groups of children (NDD and 
ND)?  
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b. What are the barriers as perceived by parents of children who wanted to play Auskick 
but did not? 
Part 2: Children and families who have previously participated in Auskick  
a. Are there sociodemographic differences between the groups of children (NDD, HPI 
and ND)? 
b. What are the barriers and facilitators to participation as perceived by parents of 
children in Auskick? 
c. Do children in the NDD or HPI groups experience different barriers and facilitators to 
Auskick than children with no reported diagnosis (ND)?  
Method rationale  
A mixed methods approach was chosen to capture both qualitative and quantitative results 
from the survey. This research design was chosen to capture crucial insights from parents 
who wanted to share additional information that the qualitative data did not capture. As little 
research had been completed in Auskick previously the method of Action Research with AFL 
as partner and Participatory Research through designing the survey with parents and the AFL 
allowed for more complete perspectives. The methodology of Thematic Analysis has been 
applied because it is a flexible modality, especially adaptable to studies taking a participatory 
or action research approach (Braun and Clarke 2006). Furthermore, Braun and Clarke (2006) 
report that Thematic Analysis is useful for identifying similarities and differences across the 
dataset, as is the desire here where understanding potential differences between Auskick and 
non-Auskick groups is important.   
48 
 
Participant eligibility  
To be eligible participants were required to have sufficient English language skills to 
complete the survey. Participants were eligible for the ALLPLAY survey if they were a; 
1. Parent or guardian of at least one child in Australia between the ages of 4 and 17 
years of age, with or without disability, who participated in Auskick. 
2. Parent or guardian of at least one child in Australia between the ages of 4 and 17 
years of age, with or without disability, who participated in community-based sport.  
3. A volunteer coach or paid AFL staff member (e.g. Game Development Officer etc.).  
Materials 
Survey development  
The survey created specifically for this thesis was developed collaboratively with a 
group of clinical and academic experts in the fields of child development, psychology, autism 
and disability, representatives from the AFL and with a group of parents whose children 
attended an Auskick school holiday program. The initial draft of the survey was reviewed by 
representatives from the AFL and with a group of parents. Both groups provided feedback on 
wording, structure and features of the survey. The parents especially provided valuable 
feedback on structure, tone and wording. The initial draft listed perceived benefits of 
participating in Auskick. A meeting was held with a group of parents while their children 
participated in a school holiday Auskick program. The parents commented that they may 
have goals that they perceived as different to benefits. For example, a benefit for some might 
be to make friends, to be healthier or to learn new skills. However, parents commented that a 
goal to them might be to stay for the whole hour, just get out of the house or just not have a 
meltdown. In response to parent feedback the survey was modified to reflect goals and 
benefits in a more flexible manner and to include text responses where the survey did not 
offer adequate choices. It was decided to ask questions related to the ‘top 3’ goals, benefits 
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and barriers to participation. Qualtrics survey software was utilised to build and deliver the 
survey (Qualtrics, 2005). The survey consisted of a variety of answer types within the survey 
including force choice, Likert scales, single answer multiple choice, multiple answer - 
multiple choice and free text responses. Where applicable an ‘other’ choice which opened a 
free text box was available. The full survey is attached as Appendix B.  
Survey design 
Branching logic was utilised to personalise the survey based on respondent type (i.e. 
parent, coach, AFL staff, or a combination) and to sport type (i.e. NAB AFL Auskick, 
general sport, or both) to ensure parents only saw relevant questions. For example, if a 
participant only had one child in Auskick they would only complete the participant 
demographics, the Auskick child section and the final all participants section. If a participant 
had two children in Auskick, one child in sports other than Auskick and was also a coach 
then the participant would complete the demographics section, Auskick child section twice, 
the Child in Sport other than Auskick section once, the coach section and the final all 
participants section.  
A loop, or repeating function was used to repeat a specific branch of the survey. The 
number of times the branch was repeated was determined by a numerical value entered by the 
participants. For example, participants were asked the number of children they would like to 
enter information for. If a participant entered 3 then the branch would appear 3 times to the 
participant. The survey could be completed on a computer with an internet connection, and/or 
on smartphone, tablet. The survey was presented in five major branches that utilised 
branching logic to personalise the survey for each participant (see Figure 6.1).  
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Figure 5.1. Survey participant flowchart 
  
Plain Language Statement 
Consent 
Yes (continue) 
No (exit survey) 
Branch 1: Participant Demographics (all participants).  
Branch 2 (Auskick): My child(ren) have attended Auskick. 
Complete information about child demographics, education, 
Auskick experience, other sport experience (loop once for each 
child). 
Branch 3 (non-Auskick): My child(ren) has never attended 
Auskick. Complete information about child demographics, 
education, sport experience (loop once for each child). 
Branch 4: Are you an Auskick Coach or AFL Staff Member?  
Branch 5. All participants (inclusion resources, examples and consent for 
future contact) 
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Survey data collected 
Demographic data were collected regarding participants’ relationship to Auskick 
and/or other community-based sport, gender, date of birth, state of residence, postcode, 
primary language spoken at home, country of birth, the highest level of qualification, current 
employment status, family structure and household income. The child demographics section 
collected the location of the child’s date of birth, country of birth and child gender. An 
education subsection followed collecting information regarding school type attended and if 
the child received any additional support at school. A diagnosis sub-section followed asking 
participants if their child had ever been diagnosed with a neurodevelopmental, chronic health 
or physical impairment. In addition to diagnosis of common childhood neurodevelopmental 
disorder and chronic health and physical conditions, choices were added for children who 
struggled socially, academically or in physical activity. Participants could select as many 
diagnoses or conditions as applied to their child. See Appendix B, question A16 for a list of 
choices provided to participants.  
Auskick experiences 
An Auskick subsection appeared only for parents who indicated their child had 
previously participated in Auskick. The Auskick subsection asked how many years the child 
has played Auskick and if the child had ever not finished a season of Auskick. If the child 
had not finished a season of Auskick a free text box was provided for participants to provide 
the reasons they felt their child did not finish the season. Parents of Auskick children were 
asked on a scale of 1-10 if they felt their child would, if given the opportunity, enjoy a 
modified league, disability-specific league, side by side league or inclusive mainstream 
league in Auskick. This question was followed by a similar question asking what type of 
league they felt their child would enjoy the most out of the same four options (modified, 
disability specific, side by side or inclusive mainstream).  
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A goals and barriers sub-section followed. Participants were asked to choose their top 
three goals for their child playing Auskick. The possible answers included: make friends, 
better physical health, enjoy some fresh air, reducing screen time from phone, tablet, 
computer etc., have more energy, increased coordination, increased family time, an activity 
the child can do with dad on weekends, other (which then opened a free text box). 
Participants were asked to choose the top three barriers, from the following: accessibility, 
cost, distance, other parents being too competitive, other parents not being competitive 
enough, other children being too competitive, other children not being competitive enough, 
the game moves too fast for my child, the game doesn't move fast enough for my child, the 
coach is expecting too much, the coach is not expecting enough, there are no barriers, 
everything is going great, other (which then opened a free text box).  
The general sport sub-section was presented to parents of both Auskick and non-
Auskick children. The general sport sub-section asked if their child was currently playing, 
had played in the past, or would like to play a specific sport in the future. The options 
available were: baseball, bowling, cricket, dance, gymnastics, lawn bowls, martial arts, 
netball, quidditch, rugby, soccer, surfing, swimming, tennis, other (opened a free text box). 
The same question provided radio buttons asking how much the child enjoyed the sport if 
they had played previously or in the past. The options were: 1 hated it, 2 enjoyed moderately, 
3 loved it, 4 not applicable.  
Ethical approval and data storage 
Ethical approval was obtained by The Deakin University Human Research Ethics 
Committee (2016-225) (Appendix C). The survey was also approved by the AFL Research 
Group (internal correspondence and meeting with Logan Whitaker, Shaun Welch and 
Andrew Hughes). Data were securely collected and stored in secure Qualtrics servers. The 
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data were exported from Qualtrics into Microsoft Excel. The data were cleaned and analysed 
using Excel, SPSS. 
Participant recruitment 
Information about the survey was emailed once by AFL Victoria to Victorian families 
who had previously provided consent to be contacted by the AFL. The email contained 
information regarding the study with a web link to Qualtrics where the Plain Language 
Statement and Consent Form was available for review. Further recruitment methods utilised 
social media, AFL Victoria shared information on social media platforms Facebook and 
Twitter to their followers which were then shared, liked and retweeted by members of the 
community.  
The survey was posted by multiple groups on social media (Facebook and Twitter) 
including Amaze (Autism Victoria), The Association for Children with Disability, Special 
Olympics (North Melbourne), Access All Abilities and the Olga Tennison Autism Research 
Centre. The survey posts and tweets were then shared, liked and tweeted by the community 
of followers. As the sharing of the survey link on social media acted as a type of social media 
snowball recruitment method, the consent rate cannot be calculated. Participants who were 
interested in the ALLPLAY survey clicked the link from either the email or within the social 
media content which took them to the Deakin University website which hosted the Qualtrics 
survey. The survey could be completed on computers, tablets and/or on smartphones with 
access to the internet. Participants read a Plain Language Statement (Appendix B) and then 
chose to consent or not. Implied Consent was accepted through the insertion of the current 
date and completion of the survey. The survey was open for completion from August-
December 2016 using Qualtrics Survey. 
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Statistics and data analysis  
Sociodemographic characteristics 
Parent age was calculated using the date of birth provided and used as a continuous 
variable in the analysis. Marital status was collapsed into two categories. Parents who 
reported to be living without the support of a partner (de-facto, common law, married etc.) 
were classified as single parent only. Parents who indicated they had the support of the 
partner under the same roof were classified as ‘not single.’ Parents who reported a country of 
birth other than Australia or a language spoken at home other than English were categorized 
as other country of birth and other language spoken at home.  
Parents employed full-time, were classified as such. Parents who reported to be 
employed on a part-time or casual basis, who were studying, volunteered and who was 
responsible for managing the household duties were classified as ‘other employment.’ Parent 
education was collapsed into two categories: high school or less and greater than high school. 
Socio-Economic Index for Areas (SEIFA) advantage/disadvantage scores were extracted 
from the Australian Bureau of Statistics (ABS) census database and matched with the 
postcode provided by participants. Income was calculated using the mid-point of the range 
provided in the survey and used as a continuous variable. The remaining variable (gender) 
did not undergo manipulation.  
For both Auskick and non-Auskick children age was calculated using the date of birth 
provided at the approximate midway point of the Auskick season (June 30
th
, 2016). Children 
who attended a school specifically for children with ASD or a Special Development School 
(SDS) were groups as ASD / SDS. Children who attended a private school, Catholic school 
or government mainstream school were classified as ‘mainstream school.’ Children who were 
not in school (e.g. too young or homeschool) were excluded from the school portion of the 
analysis, including if additional support in school was received.  
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For Auskick children the number of years played Auskick was modified to reflect 
three categories; played the first year and stopped, finished one or two seasons, and had 
participated in three or more seasons. The variables of no additional support, has your child 
ever not finished a season and variables related to benefits/goals, barriers, and previous 
participation in sport was not modified.  
Parent and child sociodemographic variables were analysed to determine any 
significant differences between groups. Auskick children were analysed on the outcome 
variables of number of conditions, number of years played Auskick, if a child had ever not 
finished a season, reported goals/benefits, barriers, preferred type of league, would you 
recommend Auskick and previous participation in organised sport. In addition to 
sociodemographic variables, non-Auskick children were analysed using previous 
participation in other organised sport.  
Data analysis 
First, descriptive statistics for each variable (count and percentages) by Auskick and 
non-Auskick were calculated. The non-Auskick group were analysed across 2 groups and the 
Auskick group was analysed across 3 groups  compare parent (gender, language spoken at 
home, highest level of education, employment status, household income, marital status) and 
child variables (gender, country of birth, school type attended, additional support received at 
school, previous sport participation and perceived enjoyment). Auskick children underwent 
further analysis comparing number of years played Auskick, seasons not finished, preferred 
league, goals and barriers). An initial omnibus analysis was completed for each categorical 
variable using chi-square test of independence and z-scores (Sharpe, 2015). When the initial 
omnibus analysis returned a significant finding (p < .01) a post-hoc analysis using adjusted 
residuals was then completed to determine the individual p-value (Sharpe, 2015).  
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Choosing an alpha level can be somewhat subjective. Similar to the 2016 study by 
Must et al., this has been an exploratory study and one may like to interpret this at the alpha 
level of ≤ .05 with borderline significance ≥ .05 and ≤ .10 as to identify interesting 
association for further study. Cohen (1992 p. 55-56) states that the behaviour scientist must 
consider, “the seriousness of the consequence” of experiencing a Type I or II error. Some 
may feel experiencing a Type I error is more palatable than suffering a Type II error which 
may result in overlooking an interesting ‘borderline’ finding. However, and understandably 
so, some may feel this is too cavalier, and the risk of a Type I error too great to ignore given 
the high family-wise error rate caused by multiple comparisons.  
Cohen (1992) presents the notion that it is the combination of effect size and the alpha 
level we should be most concerned with and not only alpha level alone. Cohen (1992) states, 
“it is as if the only concern about magnitude in much psychological research is with regard to 
the statistical test result and its accompanying p-value, not with regard to the psychological 
phenomenon under study (p. 155).” Therefore, an alpha level of .01 will be used as the 
decision rule and the effect size (Cramer’s V) reported. According to Cohen (1992), a rule of 
thumb when completing a Chi-square test of independence is that an effect size of .10 is 
considered weak but something is there, a medium effect size of .30 would be visible to the 
naked eye and an effect size of .50 or greater is considered to demonstrate a strong, or 
obvious effect.  
A Monte Carlo correction was applied for cases where cell counts were small (less 
than five) at 1, 000, 000 permutations. A rule of no cell should have an expected frequency 
less than one, and no more than 20% of cells should have an observed frequency of between 
one and five have been followed (Cochran, 1954). Continuous variables were analysed using 
one-way ANOVA in group comparisons.  
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Qualitative data were analysed using the six steps of thematic analysis as defined by 
Braun & Clarke, 2006. Two researchers (SS and supervisor TK) generated initial codes from 
the data. The initial codes were then grouped into themes and sub-themes. The themes were 
clearly defined, and sub-themes were ordered within overarching themes. Lastly, the 
complete qualitative dataset was reviewed again (by SS) to finalise themes to ensure 
important aspects of the themes were not missed. All names have been replaced with 
pseudonyms. In cases where listing all diagnoses, or reporting a rare diagnosis that may 
identify a child this information has been minimised to prevent possible identification.  
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Chapter 6: Results 
A total of 897 participants responded to the survey nationally. The majority of the 
respondents were from Victoria (n = 781). In Victoria a total of 556 parents, responded for 
630 children who had previously played Auskick. A total of 82 Victorian parents responded 
for 111 children in Auskick. See Figure 6.1 for a participant inclusion summary.  
 
Figure 6.1. Participant inclusion flowchart.  
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Part 1: Children and families who participated in community sport but have never 
participated in Auskick (non-Auskick children).  
a. Are there sociodemographic differences between the groups of children (NDD and 
ND)?  
b. What are the barriers to participation for Auskick as perceived by parents of children 
who wanted to play Auskick but did not? 
There were no significant differences found within parent variables (gender χ2 (1, N = 
107) = 2.205, p = 0.335 (0.144), marital status χ2 (1, N = 107) = 3.807, p = .075 (0.189), 
country of birth χ2 (1, N = 103) = .074, p = 0.521 (0.083), education χ2 (1, N = 107) = .350, p 
= 0.75 (0.057), employment χ2 (1, N = 111) = .021, p = 0.885 (0.014), age F (1, 104) = .173 p 
= .676, income F (1, 94) = .228 p = .634 and SEIFA score F (1, 111) = 1.453 p = .231). All 
participants reported speaking English at home. See Table 6.1 for a summary of parent 
demographics.  
There were no significant differences in the child variables of country of birth χ2 (1, N 
= 111) = .689, p = 0.406 (0.079), school type χ2 (1, N = 100) = 5.698, p = 0.024 (0.239) and 
age F (1, 111) = 1.263 p = .264. There was a significant difference found in the child 
variables of gender χ2 (1, N = 110) = 37.307, p < .001 (0.498) and additional support in 
school χ2 (1, N = 87) = 20.715, p < .001 (0.488). See Table 6.1 for a summary of parent and 
child demographics. 
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Table 6.1  
 
Parent and child demographic variables (non-Auskick) 
 NDD ND   
Parent variables 
n % n % p-value 
Cramer’s 
V 
Parent gender       
   Female 54 88.5% 36 80.0%   
   Male 7 11.5% 9 20.0% 0.335 0.144 
Marital status       
   Not single 57 91.9% 45 100%   
   Single parent 5 8.1% 0 0.0% 0.075 0.189 
Language spoken at home       
   English 62 100% 45 100% n/a n/a 
Country of birth       
   Australia 54 91.5% 38 86.4%   
   Other 5 8.5% 6 13.6% 0.521 0.083 
Education / qualification       
   High school or less 6 9.7% 6 13.3%   
   More than high school 56 90.3% 39 86.7% 0.75 0.057 
Employment status       
   Full-time employment 15 23.8% 12 25.0%   
   Other employment  48 76.2% 36 75.0% 0.086 0.014 
 n M (SD) n M (SD) p-value  
Age (years-old)  59 42.3 (5.3) 45 41.9(5.4) 0.676  
Income 54 $86, 989.88 
($24, 042.46) 
40 $89, 295.55 
($21, 811.38) 
0.634  
SEIFA 63 996.33 
(207) 
48 935.77 
(320) 
0.231  
Child variables 
n % n % p-value 
Cramer’s 
V 
Child gender       
   Female 12 19.4% 33 68.8%   
   Male 50 80.6% 15 31.3% < .001 0.498 
Country of birth       
   Australia 62 98.4% 46 95.8%   
   Other country of birth 1 1.6% 2 4.2% 0.406 0.079 
School type       
   Mainstream school 49 81.7% 39 97.5%   
   Other schooling type 11 18.3% 1 2.5% 0.024 0.239 
Additional school support       
   No support received 26 54.2% 38 97.4%   
   Additional support received 22 45.8% 1 2.6% < .001 0.488 
 n M (SD) n M (SD) p-value  
Age (years-old)  63 10.1 (3.2) 48 9.3 (3.5) .264  
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Non-Auskick: qualitative findings  
Qualitative data were coded, grouped into sub-themes (motivation, ability, age, 
possibility of injury, group design, and affordability) and finally into two overarching themes 
(personal and environmental factors). See Table 6.2 for a summary of the Overarching 
Theme and sub-themes generated.  
Table 6.2 
 
Overarching themes: if child wanted to play but did not, why? 
Overarching Theme    
 Sub-theme Response Example   
Personal Factors   
 Motivation (other interests, not 
interested, etc.)  
“Clash with soccer and chose to pursue 
soccer instead” 
  
 Ability (physical ability, cognitive 
impairments, too complicated, etc.)  
“Cognitive impairment prevents him 
playing mainstream local football” 
  
 Age (too young) “Not old enough yet”   
Environmental Factors 
 Possibility of injury or contact.  “Doesn’t like to be tackled.”   
 Group design (location, group size, no 
girl’s groups) 
“Location and crowds” 
  
 Affordability  “Money - I am on the DSP”   
Child Factors 
Motivation 
The most common sub-theme for a child not participating in Auskick was motivation. 
Motivation included low motivation to participate in Auskick and higher motivation to spend 
time in other activities, for examples, “interested in other sport, maybe in the future” (parent 
of a 9-year-old girl with ASD).  
Ability  
“Can't keep up with all the rules” was the response provided by a mother regarding 
her 12-year-old daughter with ASD. She may mean that her daughter can’t keep up with all 
the rules, however changes to the AFL professional league have also left some confused on 
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rules. Nonetheless, Auskick is very different to AFL and follows different rules. This young 
girl was not alone in having trouble understanding the rules. Another mother wrote of her 9-
year-old son with ASD and asthma, “has trouble understanding/remembering rules.” One 
mother of a 9-year-old boy with ASD and ADHD provided additional insights into what her 
son struggled with and was able to accomplish but ultimately did not participate in Auskick  
“He can kick but motor skill issues mean he struggles with marking the ball. He can 
learn the theory/rules but struggles with the social awareness needed to read what 
other players are going to do or what team members expect.” – Mother of a 9-year-old 
boy with ASD and ADHD. 
Some parent responses reflected personal and environmental conditions that impacted 
on a decision to not participate in Auskick. One father wrote of his 9-year-old son with 
dyslexia/dyscalculia, “enjoys 'kick to kick' but not having to fight for the ball to have a turn.” 
Kick to kick is an Australian pastime; much like ‘playing catch’ would be a pastime to those 
who enjoy baseball. Kick to kick is simply one person kicking the ball to the other who marks 
(catches) the ball. Families entering the footy oval following AFL games to play kick to kick 
was previously common and has been reintroduced from the 2017 season in an effort to make 
AFL games more family friendly. Here the father is stating that if Auskick didn’t entail 
having to fight for the ball his son would probably participate and enjoy it. Furthermore, the 
introduction of having to compete for the ball may have decreased the son’s and perhaps the 
father’s interest as well. In this example that child’s lack of desire, or motivation to compete 
for a ball in possibly a scrimmage game or drill is compounded by the perceived design of the 
Auskick session.  
Another child factor impacting upon participation in Auskick, related to ability, was 
confidence. A mother of a 4-year-old boy who did not have a diagnosis but was reported to 
struggle with physical activity in school said, “finds it difficult to participate in groups, 
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particularly if he feels unsure of his skills.” Indeed, confidence is needed to apply a skill, 
especially in a group. Within ability some parents commented specifically on physical factors 
such as body structure and physical fitness. Parents wrote, “he finds football too aggressive as 
he has a small frame” (6-year-old male with no diagnosis), “very unfit and embarrassed” (9-
year-old male with ASD) and “low muscle tone, hypermobility, short stature” (9-year-old girl 
with a rare syndrome).”  
Auskick factors  
Auskick factors included the possibility of injury or contact and factors related to 
Auskick (location, group size, gender ratio and affordability). Multiple parents commented 
that although their child was interested in playing, because of the risk of injury or contact 
they chose not to participate. Responses related to risk of injury came from parents of 
children with ASD such as, “doesn’t like to be tackled.”  
Twelve parents (NDD n = 9, ND n = 3) felt that group design, location and size were 
a barrier. The lack of a girl’s only centre was a barrier for two parents of children both with 
no diagnosis reported. One parent reported that their 10-year-old daughter with ASD, “thinks 
footy is for boys” and so didn’t want to play. Lastly, one parent wrote they her 13-year-old 
daughter with ASD did not play because, “there isn’t anything for autism yet.” Five parents 
of children with ASD commented on group size being too large or groups being potentially 
too loud. One parent provided additional information and detail, providing deeper insight into 
their perspective and experience of potential problems with children playing together.  
“If you put all autistics on a team they'll bicker. If you put them with normos, the kids 
themselves are not socially aware enough to be inclusive.” – Parent of a 9-year-old 
boy with ASD, ADHD.  
Another parent whose response captured both personal and environmental factors 
wrote of her 8-year-old daughter with ASD and anxiety “she requires small group instruction, 
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gentle instruction, being shown, giving time to listen and answer - doesn’t always ask for 
help if she doesn’t understand steps so she would need coaches that would make sure she 
could practice each skill and have a go.” The response highlights what her daughter needs 
while implying that she feels Auskick would not be able to provide the support, and 
environment needed to have a go. Lastly, four parents (NDD n = 2, ND n = 2) commented 
that affordability was a barrier to participation in Auskick.  
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Part 2: Children and families who have previously participated in Auskick  
a. Are there sociodemographic differences between the groups of children (NDD, HPI, 
and ND)? 
b. What are the barriers and facilitators to initial, and continued participation as 
perceived by parents of children in Auskick? 
c. Do children in the NDD or HPI groups experience different barriers and facilitators to 
Auskick than children with no reported diagnosis (ND)?  
Auskick parents   
The omnibus analysis showed no significant difference in parent gender χ2 (2, N = 
630) = 6.425, p = 0.040 (0.101), language spoken at home χ2 (2, N = 630) = .624, p = 0.732 
(0.031), education / qualification χ2 (2, N = 630) = .228, p = 0.892 (0.019), parent age F (2, N 
= 590) = 15.200, p = .818 or SEIFA score F (2, N = 628) = 1016.12, p = .497.  
There were significant differences found within three parent demographic variables; 
marital status χ2 (2, N = 609) = 13.271, p = 0.001 (0.148), employment (χ2 (2, N = 621) = 
9.655, p = .008 (0.125)) and income F (2, N = 544) = 8.792, p < .001. 
  
66 
 
Table 6.3  
 
Parent and child demographic summary and analysis (non-Auskick) 
Parent 
 NDD HPI ND   
 n % n % n % p-value Cramer’s V 
Gender         
 Female 98 76.6 59 70.2 271 64.8   
 Male 30 23.4 25 29.8 147 35.2 .041 .101 
Marital status         
 Not single 91 17.7 70 86.4 354 87.4   
 Single parent 32 26 11 13.6 51 12.6 .001 .148 
Language at home         
 English 128 99.2 84 100 414 99.3   
 Other 1 .8 0 0 3 .7 .855 .031 
Education/qualification         
 High school or less 23 17.8 17 20.2 81 19.4   
 More than high school 106 82.2 67 79.8 336 80.6 .883 .019 
Employment status         
 Full-time employment 40 31.5 40 48.2 191 46.5   
 Other employment 87 68.5 43 51.8 220 53.5 .008 .125 
 n M (SD) n M (SD) n M (SD) p-value 
 Age (years-old)  119 39.8 (7.0) 78 40.2 (5.9) 396  40.2 (6.0) .818 
 Income 105 $73,737 
($32,460) 
75 $85,059 
($26,651) 
364 $86,360 
($25,820) 
<.001 
 SEIFA 128 1011 
(58.6) 
84 1019 (65.8) 416 1018 (61.8) .497 
Child 
NDD HPI ND   
n % n % n % p-value Cramer’s V 
Gender         
 Female 16 12.4 5 6 65 15.6   
 Male 113 87.6 78 94 353 84.4 .064 .094 
Country of birth         
 Australia 127 98.4 82 97.6 404 97.3   
 Other country of birth 2 1.6 2 2.4 11 2.7 .857 .029 
School type         
 Mainstream school 121 100 73 100 326 88.6   
 Other schooling type 0 0.0 0 0.0 42 11.4 <.001 .206 
School support         
 No support received 50 41.3 69 98.6 366 100   
Additional support  71 58.7 1 1.4% 0 0.0 <.001 .719 
 n M (SD) n M (SD) n M (SD) p-value 
Age (years-old)  122 7.6 (1.6) 80 6.6 (1.4) 401 6.5 (1.4) <.001 
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A post-hoc analysis z-test of the variables marital status, employment and income 
showed a significant difference between the NDD group and HPI and ND. There was no 
significant difference between HPI and ND for marital status, employment or income. Over a 
quarter of parents of children with NDD (n =32, 26% p < .001) were single parents compared 
to 13.6% of parents of children with HPI and 12.6% of parents of children with ND. Almost 
half of parent respondents of children with HPI and ND were employed full-time compared 
to less than a third of parents of children with NDD (n = 40, 31.5, p = .002). See Table 6.3 for 
a summary of the post-hoc analysis of marital status and employment.  
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Table 6.4  
 
Post-hoc analysis of parent demographic variables with significant differences  
 NDD HPI ND 
Marital Status     
Single parent home (n = 114)  32a 11b 51b 
Expected Count 19.0 12.5 62.5 
Observed 26.0% 13.6% 12.6% 
AR 3.6 -0.5 -2.7 
p-value 0.0003 0.6197 0.0062 
Employment    
Full time (n = 127) 40a 40b 191b 
Expected Count 55.4 36.2 179.4 
Observed 31.5% 48.2% 46.5% 
AR -3.1 0.9 2.0 
p-value  0.002 0.369 0.046 
Note. Each subscript letter denotes a subset whose column proportions do not differ 
significantly from each other at the .05 level. 
 
As displayed in Table 6.4 a significant difference was found for reported household 
income. Parents of children with NDD reported a mean household income of $73, 737.14, 
over $ 10, 000 less than parents of children with HPI and ND.  
Table 6.5 
Post hoc analysis of  mean household income 
 n M p-value 
Household income   < .001 
NDD 105 $73, 737.14  
HPI 75 $85, 059.23  
ND 364 $86, 360.59  
 
Auskick children 
The omnibus analysis showed no significant difference between groups in regard to 
child gender χ2 (2, N = 630) = 5.546, p = 0.062 (0.094) or country of birth χ2 (2, N = 628) = 
.511, p = 0.775 (0.029). The analysis showed a significant difference in the variables of child 
age F (2, N = 603) = 102.33, p < .001, school type (for those in school) χ2 (2, N = 559) = 
43.178, p = < .001 (0.294) and additional support in school χ2 (2, N = 557) = 287.580, p < 
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.001 (0.719). A post hoc analysis showed that children with NDD were older (n = 122, Mean 
= 7.6 years-old SD: 1.6, p < .001) than children with HPI (n = 80, Mean = 6.6 years-old, SD: 
1.37) and children with ND (n = 401, Mean = 6.6 years old, SD: 1.4). See Table 6.5 for the 
post-hoc analysis of school type and additional support received at school.  
Table 6.6 
 
Post-hoc analysis of school type and school support received  
 NDD HPI ND 
School type    
Autism/Special Development School (n = 121) 13a 0b 0b 
Expected Count 2.8 1.7 8.5 
Observed 10.7% 0.0% 0.0% 
Adjusted residual 6.9 -1.4 -5.0 
p-value < .001 0.160 < .001 
School support    
No additional support (n = 121)  50a 69b 366c 
Expected Count 105.4 61.0 318.7 
Observed 41.3% 98.6% 100.0% 
Adjusted residual -17.0 3.1 12.6 
p-value < .001 0.002 < .001 
Note. Each subscript letter denotes a subset whose column proportions do not differ 
significantly from each other at the .05 level. 
 
The omnibus analysis found no significant difference between groups for preferred league 
(mainstream, side by side, modified, or disability specific) χ2 (2, N = 610) = .899, p < .632 
(0.038). There were significant differences within the variables of years played χ2 (4, N = 
628) = 17.699, p =.001 (0.119) and if a child had ever not finished a season χ2 (2, N = 596) = 
27.679, p < .001 (0.216).  
The post-hoc analysis showed a difference between NDD and HPI and ND but no 
difference between HPI and ND for children who had previously not finished a season. Over 
a fifth of children with NDD (n = 27, 21.8% p < .001) had previously not finished a season 
compared to 8.9% of children with HPI (n = 7) and 5.9% of children with ND (n = 23).  
There was no significant difference for the variable of number of seasons played between 
children with NDD and HPI and between children with HPI and ND. However, there was a 
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significant difference (p < .001) between children in the NDD and ND groups. As displayed 
in Table 6.6, almost a third of children with NDD had played 3 or more seasons of Auskick 
(n = 38, 31.7%) compared to just 16.2% of children with ND (n = 65).  
Table 6.7  
 
Summary: Has a child ever not finished a season, and number of seasons played 
 NDD HPI ND 
Ever not finished a season (n = 124)    
No 97a 72b 370b 
Expected Count 112.1 71.4 355.4 
Observed 78.2% 91.1% 94.1% 
Adjusted residual -5.2 0.2 4.3 
p-value < .001 0.8196 < .001 
Number of seasons played    
1-2 years (n = 120)  82a 66a, b 337b 
Expected Count 96.2 66.5 322.3 
Observed 68.3% 79.5% 83.8% 
Adjusted residual -3.6 -0.2 3.2 
p-value < .001 0.8735 0.002 
Note. Each subscript letter denotes a subset whose column proportions do not differ 
significantly from each other at the .05 level. 
 
 
A third post-hoc analysis (Table 6.7) was completed to explore the number of 
conditions a child has as a factor that may be related to children not completing a season 
regardless of diagnostic category. There was a significant difference with a medium effect 
size (approaching 0.3) for the relationship of number of conditions and if a child had ever not 
finished a season of Auskick χ2 (2, n = 632) = 37.081, p < .001 (.0242). Over a third of 
children with 3 or more conditions (n = 13, 36.1%) were reported to have not finished a 
season of Auskick compared to 5.9% (n = 23) of children with no condition.  
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Table 6.8 
 
Summary of children who have previously not finished an Auskick season categorised by 
number of conditions.  
 No condition 
(n = 393) 
1-2 conditions 
(n = 203) 
3 or more conditions 
(n = 36) 
Yes (N = 59) 23a 23b 13c 
Expected Count 36.7 19.0 3.4 
Observed 5.9% 11.3% 36.1% 
Adjusted Residual -3.9 1.2 5.7 
p-value < .001 .236 < .001 
Note. Each subscript letter denotes a subset whose column proportions do not differ significantly 
from each other at the .05 level. 
 
What are the top 3 benefits and goals of participating in Auskick? 
The same three goals and benefits ranked in the top 3 across all groups of children. 
The first goal across all groups was make friends. Increased coordination and better physical 
health placed second and third amongst children with ASD while the order was flipped for 
children with HPI and ND. The only significant difference between groups was within the 
variable of increased coordination with nearly three-quarters of parents of children with NDD 
(n = 96, 74.4%) choosing the option as a top three compared to 52.4% of parents of children 
with HPI (n = 243) and 58.1% of parents of children with ND (n =243). Ninety-one 
participants selected the ‘other’ option regarding perceived goals and benefits of participation 
in Auskick. Data provided in the free text boxes have been combined and will be presented in 
the Auskick qualitative findings section. See Table 6.8 for a summary of the perceived 
benefits of participation in Auskick.  
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Table 6.9 
 
Perceived benefits of participation in Auskick 
 NDD HPI ND   
Benefits N % N % N % Avg. p-value 
Make friends 101 78.3% 66 78.6% 328 78.5% 78.4% 0.999 
 
Better physical health 83 64.3% 58 69.0% 297 71.1% 68.1% 0.350 
 
Increased coordination 96 74.4% 44 52.4% 243 58.1% 61.6% 0.001 
 
Reducing screen time 
with tv, phone tablet, 
computer etc. 48 37.2% 19 22.6% 124 29.7% 29.8% 0.069 
 
Enjoy some fresh air 38 29.5% 22 26.2% 103 24.6% 26.8% 0.549 
 
An activity the child can 
do with dad on weekends 23 17.8% 17 20.2% 83 19.9% 19.3% 0.864 
 
Other (free text box) 18 14.0% 14 16.7% 59 14.1% 14.9% 0.820 
 
Have more energy 15 11.6% 11 13.1% 45 10.8% 11.8% 0.817 
 
Increased family time 17 13.2% 6 7.1% 49 11.7% 10.7% 0.377 
 
What are the top 3 barriers to participating in Auskick? 
Within perceived barriers to participation in Auskick a significant difference was 
found in 6 choices: ‘there are no barriers, everything is going great,’ ‘other children being too 
competitive,’ ‘other (free text box),’ ‘the game moves too fast for my child,’ ‘accessibility,’ 
and ‘the coach is expecting too much.’ While ‘there are no barriers, everything is going great’ 
was the most popular choice across all three groups, nearly 30% more parents chose this 
option for the ND group than the NDD group. ‘Other children being too competitive’ was 
chosen second across all groups; however, approximately 6-7% more parents of children with 
NDD felt this was a barrier than parents of children in the HPI and ND groups. ‘Other’ was 
the third most popular choice, but again parents of children with NDD chose this option 
approximately 7-8% more often than parents of children in the HPI and ND groups. The data 
generated from ‘other’ is reported in the Thematic Analysis that follows. Parents of children 
73 
 
with NDD chose ‘the game moves too fast for my child’ more than double the average, and 
nearly double of the average for ‘accessibility.’ See Table 6.9 for a summary of the barriers 
reported to participating in Auskick.  
Table 6.10 
 
Barriers to participating in Auskick 
 NDD HPI ND   
 
n % n % n % Avg. p-value 
No barriers, everything is 
going great. 48 37.2% 44 52.4% 279 66.7% 52.1% < .001 
 
Other children too 
competitive 37 28.7% 19 22.6% 56 13.4% 21.6% < .001 
 
Other (free text box)  32 24.8% 14 16.7% 50 12.0% 17.8% 0.002 
 
Cost 21 16.3% 18 21.4% 53 12.7% 16.8% 0.097 
 
Other parents being too 
competitive 13 10.1% 14 16.7% 40 9.6% 12.1% 0.152 
 
Game too fast for my 
child 32 24.8% 5 6.0% 20 4.8% 11.9% < .001 
 
Accessibility 13 10.1% 4 4.8% 12 2.9% 5.9% 0.003 
 
Coach not expecting 
enough 4 3.1% 7 8.3% 13 3.1% 4.9% 0.066 
 
Coach expecting too much 12 9.3% 1 1.2% 6 1.4% 3.9% < .001 
 
Distance 6 4.7% 3 3.6% 14 3.3% 3.8% 0.788 
 
The game doesn't move 
fast enough for my child 2 1.6% 3 3.6% 21 5.0% 3.3% 0.214 
 
Other children not being 
competitive enough 0 0.0% 1 1.2% 11 2.6% 1.2% 0.141 
 
Other parents not being 
competitive enough 1 0.8% 1 1.2% 3 0.7% 0.9% 0.905 
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Auskick qualitative findings 
Thematic analysis identified 5 major themes related to barriers, facilitators and 
motivation to participate in Auskick: i) inclusion and exclusion, ii) child factors, iii) fun as a 
motivator, iv) family, friend and community and v) environmental factors. The majority of 
themes could be seen as active and inactive, or present and not present. These themes, 
corresponding sub-themes and relative descriptions are discussed below. See Table 6.10. 
Table 6.11 
 
Themes relating to perceived goals, benefits, barriers and facilitators of Auskick.  
Overarching theme Response Example 
 Sub-theme  
Inclusion and Exclusion 
“Auskick is going fantastic for us, we are so surprised 
and expected the same issues as [another sport], but the 
coach is great, it’s incredibly inclusive, supportive 
environment.” 
 
 Coaches are key  
Teamwork 
Recognition  
Disability awareness  
Inclusion in culture  
Child factors   
 Function and health condition  
Age and maturity  
To succeed at something 
“friends stopped playing, he didn't want to continue” 
Fun   
  “to play a game they are passionate about,” 
Family, friends, and community  
  “Great social time for parents, siblings and players” 
Environmental factors   
  “My son switched onto (sic) learning after a few 
Auskick sessions and his coordination improved in 
everything including other sports - we attributed this to 
the drills at Auskick and the pure enjoyment.” 
 
Inclusion and Exclusion 
Many participants’ responses related to the overarching theme of inclusion and 
exclusion; both with the potential to be active or inactive. Inclusion could be reflective of the 
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immediate interpersonal environment (e.g. being included in a team), a cultural context (e.g. 
to be included in a cultural activity or Australian sport) or physical environment (people in 
the environment or design of Auskick session). Participant responses varied from short, 
“team spirit,” and “he participated alongside other kids happily” (parents of children with 
ASD), to longer responses with multiple qualifiers;  
“Auskick is going fantastic for us, we are so surprised and expected the same issues as 
[another sport], but the coach is great, it’s incredibly inclusive, supportive 
environment.” – Parent of child with no reported diagnosis. 
“Here in the country, people in general, have been very accepting of his autism and 
have helped him integrate easily.” – Parent of child with ASD. 
“He has played for 2 years in a 'special' Auskick environment and this year has 
successfully transitioned to an inclusive mainstream Auskick” – Parent of child with 
ASD.  
Coaches are key 
Within inclusion and exclusion, the sub-theme of the coach being a key facilitator was 
prevalent. The subtheme included the coach’s ability to modify the lesson, to be inclusive 
without others noticing and to balance being supportive but not pushy. While inclusion and 
support were important, it was also important that the extra support given could go unnoticed, 
as to not draw additional attention to a child. The natural ability of a coach to include a child 
without shining a spotlight on the child was important to participants.  
“The Club’s coaches have gone out of their way to determine what suits my child 
with ASD and work around it. He receives extra assistance and support, though it 
would not be obvious to others.” – Parent of child with ASD. 
“Generally the children were encouraged to participate but not pushed.” – Parent of 
child with no reported diagnosis.  
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“Our fantastic coach supported all the kids over and above our expectations. We were 
incredibly impressed, as we brought along [child name] from school who has ASD, 
and we were so happy at the inclusivity, and the benefits for all the children.” – Parent 
of child with no reported diagnosis.  
“The coach was disorganised and too slow to get the kids moving in the cold.” - 
Parent of child with no reported diagnosis. 
 
The volunteer coaches were valued for their ability to support both a child’s function 
as well as inclusion while ensuring the children were having fun. The encouragement given 
by coaches was often seen as a key factor of inclusion as well as providing motivation to 
children while recognising their efforts. The ability of the coach to modify a game or lesson 
was seen as crucial by participants.  
“[Club name] is a lovely club – it’s completely changed team sports for both my kids, 
their coach is down to earth and just wonderful with the kids.” – Parent of child with 
no reported diagnosis. 
“[Club name] coaches were incredibly supportive and encouraging of [child name] 
every week. They were outstanding.” – Parent of child with ASD. 
 “Our coach sets a marvellous standard for the children and ensures all are happy and 
included. She is approachable and always happy to help. If needed she modifies tasks 
to gain the cooperation of all students in her group.” – Parent of a child with ASD.  
Teamwork 
The opportunity to “connect,” “play in the community” and to “be part of a team” 
were motivators for many parents, some of whom are also Auskick coaches. Responses 
regarding teamwork came mostly from parents of children with no reported diagnosis. One 
mother who reported her six-year-old was diagnosed with ASD and sensory processing 
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disorder in his first year of Auskick wrote that a perceived goal or benefit was, “being 
included in a team.” A mother who was also a coach wrote, “team building, positive attitude 
towards sports and game” as a benefit for her 6-year-old son with no reported diagnosis who 
was in his second season of Auskick. Another mother whose 8-year-old daughter had played 
Auskick for four years perceived multiple benefits and goals for her daughter; “football skills 
- she wants to play football as soon as old enough, learn how to play in a team, learn how to 
follow instructions/drills/sequences.” Considering the benefits for her son who has a rare 
auto-immune disorder, one mother expressed the importance of belonging, of being part of a 
team within a community. Parents who were coaches voiced the importance for children to 
“participate in a team environment” and have the opportunity of “connecting with 
teammates.’ A foster mother wrote of a young boy in her care, “learning to listen to a coach 
and play in a team.”  
Recognition 
Feeling supported, encouraged and having effort recognised as part of the group was a 
common sub-theme within the theme of inclusion. Feeling supported and encouraged could 
be in the form of both immediate and delayed reinforcement (e.g. compliments, high-fives, 
weekly awards, end of year awards). Feeling well supported could come from team members, 
other parents, siblings, players from older teams and from coaches. One response, captures 
what recognition meant for one child, “Trophy! He sleeps with it” (child with asthma). Other 
responses capture the importance of recognition from older players, support from siblings, 
and support from the team:  
“[Centre name] boys came to help out, and they praised Lucas for his direct kicking! 
Proud mum moment!!” – Parent of child with no reported diagnosis. 
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“Wyatt supports his sister with Cystic Fibrosis in a great way. He encouraged her to 
try harder and push herself, and for a young child to do this off his own back is truly 
amazing.” – Parent of child with no reported diagnosis.  
“Vaughn is afraid of physical contact but a couple of other boys at footy worked with 
him to have him tackle the large bag in the shape of a person, and he felt more 
comfortable to pursue practising this skill.” – Parent of child with ASD.  
 
Responses regarding inclusion for everyone reflected the inclusion of girls, inclusion 
within the community, and inclusion of older players with a disability at the Football Club to 
support Auskick.  
“Both girls and boys are encouraged. All abilities are given a go.” – Parent of child 
with no reported diagnosis. 
“Last year my youngest son was in kinder and doing Auskick in the prep group.  He 
didn’t always want to participate, but the coach always had a backup plan for the kids 
who didn't want to participate - alternative drill or being the coach helper, wearing the 
coach’s whistle around their neck and collecting balls etc.” – Parent of child with no 
reported diagnosis. 
 
Many participants felt that inclusion was greatly supported by the encouragement of 
other parents, volunteers, peers and from older children and young people who were footy 
players at the club. Participants often reported the impact that other parents had on supporting 
one another and the children which led to greater feelings of inclusivity at Auskick.  
“I feel all parents are very supportive of all the children at [Centre name].” – Parent of 
child with no reported diagnosis. 
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“Parents supporting each other and the kids [Centre name] Auskick. It’s our first year 
in 2016, and everything has run smoothly with loads of parent help and 
encouragement. My boy has not put his footy down since he began this year.” – 
Parent of child with asthma.  
“We were not sure he would fit in, but the parents and Auskick team have been 
great.” – Parent of child with ASD.  
Disability awareness  
Some parents commented that there was a lack of support, disability awareness, 
education and training either at the Auskick centre or at the footy club. Recognising the 
contribution volunteers make to Auskick, one mother also perceived a limitation that, “it is 
[Auskick] run by volunteers with zero ability to support ASD.” This mother’s child, who was 
diagnosed with ASD and ADHD, did not continue after only one season of Auskick. A parent 
of a child with asthma also recognised coaches volunteer their time, “all the coaches are 
volunteers, and they provide great role modelling to the children about sportsmanship, 
playing fair, looking after teammates, and giving a lot of encouragement to the children.” 
However, not all parents were left happy. One mother was left frustrated after explaining her 
son’s needs;   
“Having to eat fruit for a break after I explained due to his SPD and ASD he won't do 
it. I was told by a club member that he would have to sit elsewhere at snack time. 
Lack of encouragement for him even when he tried HIS best. Most children with ASD 
struggle to be a 'team player' which is definitely my son, and instead of assisting him, 
he's ignored and not made to feel welcome because he struggles in a social 
environment. I had to spend the whole time with him as he struggles with lining up 
etc waiting his turn and it just becomes exhausting. It's definitely not suited to 
children with additional needs especially at this club in regard to the staff in charge of 
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Auskick there. It would be fine if your child was mainstream but other than that, 
forget about it!” 
 
Another parent provided further insight. This time a father who was also an Auskick 
coach. The father reported his son accessed between 3-5-days of additional support in school. 
As school funding is ‘needs based’ it could be assumed that his child has significant needs to 
participate in an inclusive school environment. The father wrote, “coaches are not trained on 
disability inclusion methods.” The child in question with ASD, and who presumably has high 
support needs due to the amount of school funding he receives in mainstream school played 3 
years of Auskick and had finished each season he had started.  
A lack of awareness by clubs, and possibly other parents were not limited to disability and 
ASD. One mother, whose 5-year-old son with Type 1 Diabetes in his first year of Auskick 
wrote, “no one understands or appreciates the care required for T1D (sic).” This highlights 
the complexities each coach and Auskick centre are presented with. Coaches and clubs aim to 
include children with single conditions to children with very complex health and 
neurodevelopmental conditions, and they may not have the knowledge they require to be as 
helpful as parents might hope. A mother of an 8-year-old son in his second year of Auskick 
recognised that knowledge of autism wasn’t just limited to Auskick, she wrote, “… a lack of 
understanding by most people about autism in general.” Conversely, one mother reported her 
son was so well supported he was able to transition to a mainstream Auskick centre.  
“He played for 2-years in a 'special' Auskick environment and this year has 
successfully transitioned to an inclusive mainstream Auskick.”  - Mother of a 7-year-
old boy with ASD and ADHD. 
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Inclusion in culture 
The theme of inclusion and exclusion contained the sub-theme of inclusion in culture. 
Specifically, parents expected, or were motivated that through participation in Auskick their 
child would have “exposure to Australian Culture” as one single mother, born in the UK 
wrote of her 7-year-old son (ND) in his first year of Auskick. This speaks to the motivation of 
a mother, possibly as they try to settle into a new country. Of all the sports and activities that 
she and her son could choose from, they have chosen Auskick because of the connection it 
has with Australian culture. A parent of a 5-year-old boy with no diagnosis in his first year of 
Auskick wrote, “exposure to an iconic sport so he has some knowledge and ability.” The 
parent is simply wanting exposure, not for their child to be a professional at this stage but 
simply to have the exposure to an ‘iconic’ sport, to have some knowledge and possibly to be 
like others within the culture.  
Child factors  
A few survey participants (n = 17) provided additional information in regard to child 
factors. Twelve parents responded that conditions associated with their child’s diagnosis, or 
the fact that they were still learning aspects of Australian Rules Football meant it was 
difficult for them to participate and could present a barrier to participation. Three parents of 
children with ASD wrote that verbal instructions could be difficult for their children. The 
children with ASD varied from one who was in his first year of Auskick, a second was in his 
second year and the third was in his fourth season of Auskick. All three children received 
support at school. One child received less than 2.5 days per week while the other two children 
received between 3 and 5 days of support in school. Health issues were mentioned by a few 
survey participants. One survey participant simply wrote ‘illness/behaviour” of her child with 
a Language disorder, behaviour problems, asthma and hearing problems. For this parent 
socialisation was the most challenging aspect of the conditions her child experienced. A 
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parent of a child with Down syndrome wrote that there could be no contact due to the chance 
of dislocation. While Auskick is non-contact, incidental contact can happen, and this must 
have been a significant concern for the mother following two years of Auskick.  
A 6-year-old child with no diagnosis was still learning the basics of the game and 
catching up to the skill level of peers. Another child who was 8 and a half years-old was 
reported to struggle because he wasn’t sure which was his dominant foot and hand even 
though he had completed four years of Auskick. The child was reported to have no diagnosis 
but struggled with sport and physical activity. Auskick can be challenging to some as 
children learn to kick the ball with both feet and hand pass with both their left and right 
hands.  
One mother powerfully wrote, “feeling equal to kids with two hands.” Some might 
think that having a child play a ball sport who is a below elbow amputee with hearing 
problems might exacerbate the feelings of inequality experienced by a child. In this case the 
mother of a 4-year-old boy believes that participation in Auskick will give him the chance to 
feel equal to other children. Three other survey participants, wrote that a potential benefit of 
Auskick might be building confidence and self-esteem for their sons. Two children aged 6 
and 8 years had no reported diagnosis and had completed two and three seasons of Auskick 
respectively. The third boy, a 9-year-old boy in his first season of Auskick was reported to 
have the co-morbid diagnosis of ADHD and auditory processing disorder.  
Three survey participants responded that they perceived an additional benefit to 
Auskick as expelling excess energy. One parent, who was also a coach stated a benefit of 
Auskick for his son diagnosed with ASD after playing 3 seasons of Auskick was that it was 
an, “energy outlet.” Another parent perceived a similar outcome for her 5-year-old son who 
had played two years of Auskick writing, “a place to expel high levels of energy.” The third 
parent, a mother of a 6-year-old son in his second her of Auskick with no reported diagnosis 
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wrote, “burning excess energy.” These responses highlight the need for commensurate 
physical activity for children who energy levels seem to be quite high. Other parents wrote of 
the benefits of “routine” (parent of a 7-year-old boy with language disorder) and the ability of 
Auskick to “reduce anxiety” (parent of a child with ASD).  
A total of 12 participants commented on factors that were coded as external to 
Auskick but presented a barrier to the child and family nonetheless. A few survey participants 
commented on the timing of sessions, that they were often busy taking children to multiple 
commitments and parents often had work commitments. A mother wrote, “if we stop his 
swimming on Saturday morning to try out Auskick, it will be very difficult to get his place 
again at swimming.” – Mother of a young boy with ASD. Other external family factors 
included parents who did not have the support of their partner or child’s other parent.  
The most common sub-theme for a child not completing an Auskick season was 
because interest had declined (n = 12, 20%). Parents of children in all groups reported 
declining interest amongst children who did not complete a season (NDD n = 5, HPI n = 3, 
ND n= 4). Some responses were very general, such as, “lack of interest,” as provided by a 
father and coach of a 9-year-old boy with asthma who played three years of Auskick. Other 
responses provided additional detail such as, “friends stopped playing, he didn't want to 
continue” (Father of a six-year-old boy (HPI) stopped playing after two seasons). Some 
survey participants noted that while their child had stopped playing a season they planned to 
try again next year. For example, a mother of a five-year-old boy (ND) who tried one season 
of Auskick wrote, “he didn't enjoy it but wants to try again next year.” A few parents (n = 3, 
5.0%) reported that another activity was preferred to Auskick and as such their child stopped 
attending Auskick in favour of the other activity such as one child who preferred music over 
Auskick. For example, the mother of a 7-year-old girl with asthma who played 2 years of 
Auskick simply wrote, “music lessons preferred.” The mother of a child who had played 
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Auskick for two seasons responded that her son had stopped playing because of, “weather, 
timing of Auskick sessions.” Despite the young boy having seven co-existing conditions 
including ASD, depression and anxiety, the parent felt the child stopped playing because of 
external factors related to the timing of the session and weather, and not because of the 
conditions.  
Function and health condition  
Function, impacted by health conditions was a sub-theme within child factors. The 
health condition could be seen as limiting function, and therefore, limiting participation. 
Improved function could be seen as on the pathway toward further inclusion and 
participation. Parents of children with and without diagnosed conditions commented on the 
challenges that function and health had on their child. Parents of children without a formal 
diagnosis experienced challenges to participation in Auskick. One mother indicated that their 
child had struggled in school academically, socially and in physical activity. While her 5-
year-old son had as yet not received a formal diagnosis, he was undergoing assessment for 
multiple conditions including ASD and oppositional defiance disorder. The young boy was 
receiving less than half a day of support in school and was in his second season of Auskick. 
When asked what challenged her son the most she wrote, “social, struggles to learn, follow 
tasks, get the most out of experiences, due to lack of concentration. Others don’t understand 
him and treat him differently.” The father of a son with no diagnosed condition in his third 
season of Auskick wrote, “he can have some minor social issues - very literal… not affected 
in terms of coordination.” The mother of an 11-year-old girl in her third season of Auskick 
with no formal diagnosis, but who struggles academically in school and who received less 
than half a day of support at school stated, “…mainly a confidence issue very quiet.”  
Parents of children with multiple co-existing conditions offered succinct responses 
highlighting the complexities that multiple co-existing conditions present. One parent of a 
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child diagnosed with ASD, sensory processing disorder and low muscle tone responded, “all 
equal during team sport.” Another mother, this time of a child with ASD, language disorder 
and anxiety simply responded, “ALL.” In some cases, the most challenging part of a 
condition became the reason a season was not completed. A mother of a 6-year-old son with 
sensory processing disorder who struggled with large crowds and disorganisation didn’t 
complete his first season because he found Auskick too loud, disorganised and didn’t like the 
wet grass. Another parent wrote “too sick with asthma” as too why her 9-year old son with 
global developmental delay and asthma had stopped playing Auskick one season, despite 
completing three other seasons. “Jonathan could see that he wasn't as good as other kids 
which affected his enjoyment” wrote the parent of her son with cerebral palsy who did not 
finish his first Auskick season.  
An impact in functioning was also perceived as a barrier to coaches, reflected in a 
parent’s submission of, “not enjoying it - I feel not enough support and encouragement given 
to children with lesser physical abilities.” A diagnosis could, in some cases challenge the 
parent, rather than the child. Some conditions had the potential to be life-threatening and 
parents recognised that coaches may not be able to be trained in all aspects. 
“Congenital heart disease – June’s cardiologist has said she should behave as normal 
while we wait for the holes to hopefully heal themselves, but there is the risk of heart 
failure. I think it has more of an impact on myself and her father because we are 
conscious of it, it does not impose limitations on her, at the moment.” - Parent of a 5-
year-old girl.  
“It’s rare. Coaches will need training on how to care when injuries occur to prevent 
life-threatening scenario.” – Parent of a girl with a rare condition. 
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Participation in Auskick was seen as a way of developing important skills for children 
with and without a diagnosis. In some cases, it was seen as a way of improving skills 
associated with the health condition the child had. In other cases, children with no reported 
diagnosis had developed better coordination and had thrived due to participation in Auskick. 
Increasing function was a factor that could lead to inclusion through skill development, to 
learn teamwork, and to follow coach instructions. A few participants commented that 
function and learning skills could lead to the goal of being included in a team or to be 
included with friends. Other participants felt that not enough function resulted in difficulty to 
participate in the group.  
Responses coded as ‘skill’ included skills specific to footy, to team sport, sport in 
general, and even general skills such as competitiveness, and leadership. One mother with 
two sons in Auskick wrote a similar variation for both children that involved increasing the 
trait / skill of being competitive. Both sons 7 and 8-years-old (ND) had played two years of 
Auskick. A coach and father, also of two sons without a reported diagnosis (aged 9 and 11 
years respectively) wrote ‘improve skills’ for both children. The children had played 4 years 
of Auskick each resulting in a significant amount of time at the footy field of this family. 
Another coach, and mother to a 5-year-old son with asthma in his first year of Auskick wrote, 
“better skills.” The comment captures both a mother’s perspective and the perspective of a 
coach.  
Age and maturity 
A few survey participants wrote that they felt their child stopped playing because they 
were too young when they started. The mother of a 4-year-old girl (HPI) who played less 
than one season of Auskick wrote age combined with environmental factors, “too young. She 
was cold, and muddy.” In a few cases children did not finish their first season of Auskick 
because they were too young, but returned to complete a second season. One child “couldn’t 
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handle it when he was in kinder,” (ADHD and emotional attachment disorder) but returned to 
play three years of Auskick. Another parent, this time a father of a five-year-old boy (ND) 
who played 2-years of Auskick wrote, “too young, sessions too long” highlighting that 
possibly with shorter sessions age might not have been a such a factor in their child not 
completing the season. Indeed, session length was perceived as a barrier, possibly in 
combination with age as parents of three children, all male reported that their sons did not 
finish a season of Auskick because the Auskick session was too long.   
To succeed at something 
Many parents had multiple children in Auskick and wanted their children to improve 
their skills, presumably to support future success. A mother of two boys chose the top three 
goals for her younger son with no reported diagnosis as to; make friends, have better physical 
health, and enjoy the fresh air. For her 7-year-old son with ASD and ADHD she chose the 
two goals to make friends and reduce screen time and then chose the ‘other’ option. In the 
free text box for her son with ASD and ADHD she took the additional time to write, “being 
able to succeed at something.” Her older son with ASD and ADHD who received a half day 
of support in mainstream school stopped playing Auskick in his first year. No reason was 
given. The younger brother continued to play.  
Fun as a motivator  
Many participants took the time to write in responses that were coded as enjoyment 
and fun under the theme of child factors. Parents of both boys and girls provided short 
responses that captured the motivation to participate in Auskick. Fun could, of course, 
increase or decrease, which then influenced motivation, passion and enjoyment to participate 
at Auskick on a weekly basis. Responses included, “to play a game they are passionate 
about,” “to do something they love,” and “for enjoyment.” A decline in fun, in motivation, or 
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an increased interest in another activity and competition for time within busy families were 
cited by families as reasons why they felt their child didn’t complete a season of Auskick. 
The motivation to attend Auskick sessions varied with some parents noting that their 
child “often doesn’t want to go” while for others “Auskick is the highlight of his week. He 
loves it!” Regardless that some were not motivated to leave home on a Saturday morning to 
attend, upon arriving they would happily run “to join in the warm-up.” Some children didn’t 
want the season to end. One parent wrote of her daughter with ASD “she was so upset when 
the season ended. Wants to play all year round.” 
Parents of children of all abilities, with diagnoses and without express that the 
motivation to participate was because their child loved or enjoyed footy. Children who were 
reported to play because of the love of the game included an 8-year-old with heart problems, 
a 4-year-old with asthma, and a 5-year-old who is “obsessed with footy.” Like multiple other 
parents, the father of a 7-year-old boy with ASD wrote, “love footy.” Despite different 
conditions, parents reported similar motivation - for the love of footy as to why their sons and 
daughters participated. Love and enjoyment were not enough to overcome barriers for some. 
One mother reported that her son wanted to play Auskick because it was, “something he 
enjoys.” Despite this the young boy, with multiple conditions (ASD, asthma and Down 
syndrome), enjoying Auskick, having a sibling that plays, he did not finish his first Auskick 
season because “Auskick is at night and he gets tired and gets cold easily.”  
Family, friends and community  
Many participants highlighted the outcomes related to the overarching theme of 
‘family, friends/peers and community.’ The sub-themes predominantly focused on the 
positive outcomes of increased opportunities to make friends, have family time and enjoy 
experiences such as playing during the halftime break of a professional game. Although the 
option of ‘make friends’ was available within the multiple choice of perceive goals/benefits 
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(and was chosen as a top goal/benefit by 79% of participants) many participants commented 
that making friends and having family time was a significant outcome for them by 
participating in Auskick, “Great social time for parents, siblings and players” (ND) and 
“more friends, he LOVES it! Footy and friends!” (asthma). Another parent commented that 
their daughter with ASD participated with the active support of her older brothers, who 
“needed to participate for her to feel safe enough to play.” 
Many participants commented on memorable family activities that occurred, such as 
when their child “got to play at halftime at the MCG, it was a fantastic experience” (ND)”, 
“playing at the AFL Grand Final! AWESOME!!!” (ASD), “getting the chance to play at AFL 
game!” (asthma). Unfortunately, it isn’t possible for all children in Auskick to have that 
opportunity and it isn’t something that is promised to participants. Nonetheless, not having 
the opportunity to play on the big stage can leave some families and children feeling 
disappointed, “we are disappointed that after 4 years our son has still not had the opportunity 
to play at halftime during an AFL match” (ND).  
A few participants commented about receiving tickets to attend a game as a family, 
making friendships in the community (for both children and parents), “strengthening of links 
with the local community, fabulous benefit of the experience of playing in [suburb name] 
cup” (ND). One parent commented using all capital letters about the benefit of Auskick 
beyond just that of her child, “MY HUSBAND TOOK ON A VOLUNTEER ROLE FOR 
THE FIRST TIME EVER. (sic)”  
Environmental factors  
Group size, coach to athlete ratio, gender ratio, Auskick session design and weather 
were included under the sub-theme of environmental factors that could influence 
participation. Participants commented that environmental factors could influence the coach, 
parents and children, ultimately impacting upon participation in Auskick for children of all 
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abilities. Some participants experienced inactive exclusion either through a group being too 
large, the coach not being able to modify the lesson, or a gender imbalance within a group, 
“… she didn’t feel included in a large group of boys, felt excluded as the only girl.” A parent 
of a 9-year-old girl with no diagnosis who did not finish her first season of Auskick reported, 
“she was uncomfortable that there were no other girls in such a massive group. Felt that she 
wasn’t wanted.”  
Other children as barriers, including bullying 
Other participants experienced active exclusion. Three participants (ND n=2, ASD 
n=1) experienced active exclusion in the form of bullying from other children in the group. 
One parent simply wrote, “because he was bullied” as the reason her son, with six co-
existing diagnoses including ASD, depression and anxiety stopped playing. One mother of a 
6-year-old girl with ADHD, asthma and hearing problems wrote, “I was told my daughter 
was debilitating to the group due to her inability to listen/follow instructions.” The young girl 
did not finish her first season of Auskick. While it is not clear who made this comment to the 
mother, nor the context within which it was made, the result was active exclusion as it led to 
her daughter no longer playing Auskick after less than one season.  
Auskick is run by volunteers, the majority of whom are also parents. A few 
participants commented, “not enough parent helpers and volunteers” and stated not enough 
were properly trained.  Possibly as an outcome of a lack of volunteers and support, some 
parents felt that Auskick sessions were not run or organised well. A few parents commented 
on a lack of progression for their child during the Auskick sessions and that due to the large 
group size at some Auskick Centres it was hard for their child to get enough support while 
rules were not applied consistently during games played.  
Some parents voiced concern that there were instances where their child could be 
physically or emotionally hurt by other children, yet behaviour was sometimes going 
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unmonitored by adults. One parent commented that children, including her own, could 
misbehave and be distracting to the group. A parent surmised, “out of control children - 
parents treating coaches as babysitters, my son was hit, kicked, pushed and bullied during 
drills and the children were not pulled up on behaviour.”  
Session design 
The design of Auskick sessions, including drills and games played, were important to 
parents. One parent wrote of their son (ND), “my son switched onto learning after a few 
Auskick sessions and his coordination improved in everything including other sports - we 
attributed this to the drills at Auskick and the pure enjoyment.” In relation to the design of the 
session being a facilitator one parent wrote, “confidence, Jason struggled to retain a lot of 
instructions, Auskick is repetitious, which he requires, this has built his confidence” (mother 
of a 7-year-old boy with a language disorder, completed 3 years of Auskick). Conversely, the 
design of the session could also be a barrier. The group environment, appealing for many, can 
present challenges to some. One parent stated, “listening with lots of noise surrounding him” 
– Mother of a 6-year-old son with hearing problems, second year of Auskick. A mother wrote 
of her 6-year-old son with asthma, intellectual disability, and language disorder in his first 
season of Auskick, “staying focused - needs help to stay involved in groups.” A parent of a 
child with ASD wrote, “the game isn't broken down enough for him to understand what is 
expected of him & (sic) other kids are far more advanced in skills.” 
Difficulty to modify the lesson and timing of session 
Barriers could reflect a child’s difficulty to obtain a skill, as well as difficulty for the 
coaches to modify the lesson. Breaking down, or not breaking down the lesson impacted the 
child’s ability to obtain the skill more easily, and ultimately, to participate. Parent’s 
responded in regard to modification of lessons with entries such as,  
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“Still learning the basics and fundamentals of the game and its structure.” – Parent of 
a child with no diagnosis.   
“The game isn't broken down enough for [child’s name] to understand what is 
expected of him & other kids are far more advanced in skills.”- Parent of a child with 
ASD.   
 
One parent of a child with ASD was left disappointed and felt ignored, “I thought 
with his additional needs there would be more inclusion, especially after I reached out and 
explained how he responds best.” Another parent whose 6-year-old son did not finish his first 
season of Auskick, felt that given his multiple diagnoses, it was all “much too overwhelming 
for him” as “he struggled with joining in and trying to do the drills.” The mother was also left 
frustrated with a lack of flexibility because “the club also required everyone to stay the whole 
1.5 hours.” 
The timing of the session could be a barrier to some families. Three parents, all of 
children aged 5-years-old at the time of the survey reported that they felt their child did not 
complete the season because the Auskick session length was too long. When asked why they 
felt their child didn’t finish the season one mother wrote that her son hadn’t even begun the 
season due scheduling and her son’s energy levels. “He didn't start. His sibling plays. He 
didn't attend due to the time of the session. It's at night and he is generally too tired and gets 
cold easily. Morning session at other clubs clash with another activity.” - Mother of 10-year-
old boy with ASD, Asthma, Down Syndrome, and heart problems. Another mother had a 
similar conflict with scheduling and although her 8-year-old son (ASD, ADHD, Asthma, 
Depression) had played two seasons he had not finished one season due to, “weather, timing 
of Auskick sessions.”  
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Group structure 
A few participants were disappointed that groups were separated by gender. The 
mother of a 6-year-old boy with stomach / bowel problems wrote, “separating the boys and 
girls - absolutely disgraceful. Kids are too young to be subjected to gender division. Should 
be about inclusion.” The parent's message seems to be of one of disappointment that her 
daughter is the only girl. “Need more girls” and “poor gender balance" reflected parents 
desire for more girls to be involved. One mother commented, “it doesn’t always feel 
welcoming for mums to participate.” – Mother of a 7-year-old boy with no reported 
diagnosis. 
Auskick sessions could include a spectrum of skill levels, an element some parents 
did not approve of. “Children of different age groups all playing together e.g. 5-years-old and 
12-year-olds expected to be at the same level,” wrote the parent of a 5-year-old boy (ND) 
who did not finish his first season of Auskick. Indeed, possibly due to not enough volunteers, 
groups can be large, vary by skill and by age. Another parent commented on the challenges of 
a prep child (approximately 4-5-years old) trying to get ball possession from children in 
Grade 2 (approximately 6-7-years-old) when they are grouped in the same Auskick session. 
One parent recognised that to make up numbers in a small group that younger players were 
asked to join with older, or more skilled players. However, his 8-year-old son with auditory / 
visual processing disorder struggled to play with the more skilled players.   
Parents of five children, all boys reported that they felt their sons had stopped playing 
Auskick because of too great a variance in the group skill level. Four out of five children 
were in their first year of Auskick, which they did not finish. The fifth child was reported to 
have played 2 seasons, it was not clear if it was his first or second season he did not finish. 
The variability in group skill level also impacted on children’s confidence. Parents reported 
that children felt “discouraged,” “lacked confidence,” and “struggled with joining in.” One 
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parent reported that because their child could see he wasn’t as good as the other children he 
felt discouraged and did not complete his first season of Auskick.  
Parents of five children stated that their child did not finish the season at least in part 
because of the size of the groups. The number of children in the group was not provided. 
Possibly because of the size of the group a parent felt their child “was getting no help with 
anything.” It is possible that despite a good coach to Auskick participant ratio that the child 
was not well supported. Other respondents were more direct in the statements concerning 
group size using phrases such as, “the group was too big” and “was intimidated by the large 
group.” 
Weather and physical grounds 
Eight survey participants wrote information related to weather as the reason their 
child did not complete an Auskick season. In all eight cases weather and the effect it had on 
the ground were the only barriers reported. Seven of the parents who commented about 
weather and the effect on the condition of the ground were parents of children with no 
diagnosis. Parents wrote their 5-year-old son’s “motivation varies with the weather” (no 
diagnosis) and another parent said, “sometimes the ground has limitations - poor drainage so 
the games are cancelled.” Indeed, Auskick is a winter sport, played at local clubs across a 
wide geographic area that experiences a range of unpredictable weather patterns. The 
majority of the grounds that Auskick takes place at would within a public park or at a school.  
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Chapter 7: Discussion  
The overall aim of the study was to better understand goals, benefits, barriers and 
facilitators to participation in Auskick as perceived by parents of children who wanted to play 
Auskick, but who had not, and parents of children who have previously participated in 
Auskick. 
It was reported anecdotally by Auskick staff that children with NDD faced greater 
barriers than children without NDD. Furthermore, Auskick staff reported challenges to 
supporting the inclusion of children with NDD. The survey of parents has provided valuable 
information related to the perceived goals, benefits, barriers and facilitators to Auskick. This 
final chapter integrates the literature review from Chapters 1-3 and the background of the 
AFL provided in Chapter 4 with findings from the results chapter. Strengths and limitations 
of the methodology used are discussed before concluding with implications for the industry 
and recommendations for the direction of future research.  
Overview of findings 
Part 1: Children and families who participated in community sport but have never 
participated in Auskick  
a. Are there sociodemographic differences between the groups of children (NDD and 
ND)?  
b. What are the barriers as perceived by parents of children who wanted to play Auskick 
but did not? 
There were no significant differences between parents of children with NDD or ND. There 
were also no differences between the groups in regard to child variables. Parents perceived 
barriers to Auskick that prevented children from playing that was linked to two overarching 
themes; child factors, and Auskick factors. Child factors related to motivation, physical 
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ability and maturity, either chronological or cognitive maturity. Auskick factors included the 
risk of physical contact, including the risk of injury, group design and structure, and 
affordability. While concerns, or perceived barriers to participation in Auskick were not 
exclusive to children with NDD or ND, they were more prevalent among parents of children 
with NDD.  
Part 2: Children and families who have previously participated in Auskick  
a. Are there sociodemographic differences between the groups of children (NDD, HPI 
and ND)? 
b. What are the barriers and facilitators as perceived by parents of children in Auskick? 
c. Do children in the NDD or HPI groups experience different barriers and facilitators to 
Auskick than children with no reported diagnosis (ND)?  
There were few demographic differences found between groups. Differences that 
were found were that parents of children with NDD were more often single parents only 
(26%) compared to children with HPI (13.6%) and ND (12.6%). Almost half of the parents of 
children with HPI (48.2%) and parents of children with ND (46.5%) were employed full-
time. Less than a third of parents of children with ASD (31.5%) reported being employed 
full-time. Interestingly, parents of children reported living in the suburbs more often 
associated with a higher SEIFA ranking (although not a significant difference) than parents of 
children with HPI and ND. This was despite reporting a lower household income that showed 
a significant difference with parents of children with NDD reporting a household income of 
more than $10, 000 less ($74, 000) compared to parents of children with HPI ($85, 000), and 
ND ($86, 000). This could possibly reflect parents of children with NDD moving to ‘better’ 
suburbs with better schools. However, while this is interesting it must be interpreted 
cautiously and further research, with a far larger sample is needed to determine if this is the 
case. Parents of children with NDD reported that their children more often attended an 
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alternative to mainstream school which included ASD specific schools, special development 
school and homeschooling options. Not surprisingly, parents of children with NDD also 
reported a significant difference in the amount of additional school support received.  
The top three goals and perceived benefits of Auskick across all three groups were to 
make friends, better physical health and to increase coordination. While increased 
coordination was a ‘top 3’ perceived benefit for all parents it was significantly higher for 
parents of children with NDD (74%) than parents of children with HPI (52%) and ND (58%).  
The most selected ‘barrier’ was that there are no barriers, everything is going great 
across all three groups. However, there was a significant difference with parents of children 
with HPI (52%) and ND (67%) selecting this option far more often than parents of children 
with NDD (37%). The next two most prevalent barriers chosen were similar with ‘other 
children being too competitive’ and ‘other’ both rounding out the top three but being chosen 
at a higher rate by parents of children with NDD. It could be said that the barriers experiences 
were not entirely different, however the magnitude or degree the barriers for children with 
NDD experiences was higher. Nearly a quarter of parents of children with NDD felt the game 
moved too fast for their children, a significantly higher amount that parents of children with 
HPI (6%) and ND (5%). Accessibility was a barrier to parents of children with ND 10% of 
the time, about twice as often as children with HPI (5%) and over three times more often than 
parents of children with ND (3%). Lastly, coach expectations being too high was seen as a 
barrier by parents of children with NDD nearly 10% of the time. Only 1% of parents of 
children with HPI and 3% of children with ND nominated this choice as a top 3 barrier to 
participation in Auskick.  
The f-words of childhood disability 
The majority of themes identified in this study align with the f-words of childhood 
disability: fun, function, fitness, friends, family, future (Rosenbaum & Gorter, 2012). It could 
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be argued that these f-words are not just for children with disability, but they are true for any 
child as we consider their health, development and what is important to them and their 
family. This is evidenced by the result that many of the goals did not show a significant 
difference between groups. The results of this research have shown that many families have 
the same goals and perceive the same benefits for their child through participation in Auskick 
regardless of the health or disability status of their child.  
While there were multiple significant differences across perceived barriers, there were 
few for perceived benefits. It could be argued that parents’ perceived goals, benefits and 
barriers for their children were as similar as they were different, regardless of having a 
diagnosis of NDD or not. The ICF framework presents health conditions as being fluid and 
moving along a spectrum; the DSM-5 presents symptoms in a binary ‘present’ or ‘not 
present’ fashion. Indeed, there are some, such as Oliver (2013) who would argue that 
disability is created more by the environment than by the condition itself and results in, 
“disabling barriers we faced in society” (p. 1024). 
Barriers and facilitators may, therefore, be more related to the environment than they 
are to the health condition. In some cases, the game moving too fast, the coach expecting too 
much, group size etc. if the variable is modified, it may in fact reduce the perceived barriers. 
Of course, barriers may increase or decrease based on fluctuating environmental factors such 
as an increase in pollen count, an increase in disability knowledge and funding at sports clubs 
or incentive such as a tax deduction for costs associated with participation in sport. These 
factors continue to support the notion of individualised planning and support. However, it 
would stand to reason that if a barrier can be decreased by building a ramp, providing 
disability awareness training, allowing more time to respond, then it is the environment 
creating the barrier, and not always the health condition.  
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An additional ‘f-word,’ ‘facilitate’ was provided by parents during community 
consultation which came through clearly in the qualitative results. Many parents spoke of the 
importance of the coach in facilitating inclusion and participation. Shield and Synnot (2016) 
found that ‘people make the difference’ and the finding in this current study was similar 
focusing on peers, older children, siblings, other parents and especially the coach as 
facilitators of inclusion or exclusion. People could also make a difference through the 
recognition that they provided, which to many parents was a powerful facilitator of inclusion, 
and ultimately participation. The theme of encouragement and recognition were clearly 
important for children and families to feel included in Auskick. Shields and Synnot (2016) 
had a similar finding for children with and without a disability with a focus on the importance 
of positive language acting as a facilitator to participation. A 2011 study using photovoice 
provided cameras to children with ASD who then took photos of what they perceived as 
barriers and facilitators of physical activity (Obrusnikova & Cavalier, 2011). Of photos taken, 
9% represented feeling rewarded as a facilitator to physical activity for children with ASD 
(Obrusnikova & Cavalier, 2011). The feelings of being rewarded may be similar to the theme 
of recognition and encouragement found in the current study. Indeed, immediate 
encouragement, recognition or reward (verbal praise, high 5s) was powerful as were delayed 
reinforcers such as end of season awards.  
Parents of children with NDD highlighted the flow on effects of feeling well 
supported and therefore included in Auskick, “other boys at footy worked with him to have 
him tackle the large bag in the shape of a person, and he felt more comfortable to pursue 
practising this skill.” Overwhelmingly, parent responses represented themes related to 
inclusion, children increasing physical and social functioning, building friendships and being 
included in a sport that they enjoy and are passionate about. The coach, other parents and 
other children, including older children, were seen by parents as key facilitators of inclusion 
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for children both with and without NDD. Many families will continue to face barriers to 
participation, however feelings of being wanted, being recognised and the value of building 
beneficial friendships may provide the motivation needed to overcome barriers that exist.  
The findings across groups of children demonstrated the importance of a sense of self 
as a factor within participation through the focus on skill development, improving function 
and being included in a team and in the community. Inclusion, improved functioning, child 
and parent involvement in the community all contribute to feelings of self-worth, family 
relationships, social relationships and an overall sense of self for both the child and the 
family. By participating, a child may think of them as a footy player and a parent may think 
of themselves as a coach or community volunteer. The sense of self, improved self-esteem 
and inclusion may impact on the important f-word of future. It may be that participation in a 
chosen activity is seen to impact that child’s future (self) and that is why the activity, possibly 
over others has been chosen.   
While parents did not comment specifically on future one can only postulate how 
inclusion, increase in functioning and support for friends and family impact the future of a 
child with, or without NDD. A qualitative study of parents whose children were involved in 
inclusive physical activity and recreation activities found that inclusion was valuable to 
parents as it was a signal of the child having a better future with one parent stating, “… you 
get prepared for living in the world, by living in the world” (Anderson & Heyne, 2000).  
The idea of fun is a challenge within participation as it is related to the quality of 
engagement or interaction a child has while at Auskick with their peers, their family, other 
parents, the coach, their club as well as special events such as playing on the field at a 
professional football game. The theme of fun within this survey may be viewed as an 
important determinant of future participation which may influence the amount of physical 
activity a child may participate in through sport. While fun may be hard to measure, it may be 
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one of the most important variables as it is a significant reinforcer, and reinforcement impacts 
future behaviour and ultimately influences health and well-being. While the idea of fun may 
be challenging to measure it is important to consider in the context of participation as it may 
motivate people to overcome potential barriers i.e. it was cold and rainy, the field was wet, 
but if the children are having fun they may quickly forget about the cold. Indeed, Willis 
(2017) found ‘fun’ as one of the most critical elements of participation in a scoping review of 
twenty studies.  
The current findings are in line with previous research related to benefits of inclusive 
sport for people with a disability which found fun to be one of the greatest motivators of 
participation in sport (The Australian Sports Commission, 2010). A decrease in fun or 
another activity being more fun which resulted in the cessation of attendance at Auskick 
should not be interpreted as a negative outcome. If a child and family felt welcomed but 
preferred another activity, it is good that they felt welcome and were able to ‘give it a go’ in 
the first place.  
Lastly, the idea of feeling welcomed enough to ‘give it a go’ corresponds to previous 
anecdotal evidence shared when consulting the community while designing the ALLPLAY 
survey. Parents of children with disability and ASD often commented during conversations at 
the footy field that they didn’t expect perfection; they simply wanted a chance for their child 
to ‘give Auskick a go.’ Some parents spoke of how they, or their other children, had 
participated in Auskick, and it was important for their child with ASD to have the same 
chance. The idea of giving it a go, a quintessentially Australian value, may be related to 
feelings of opportunity, equality, equity and inclusion. Future research should focus on better 
understanding what motivates parents and why ‘giving it a go’ is so important.  
Qualitatively the findings relating to benefits aligning with previous findings by 
Shields & Synnot (2016), who completed focus groups with parents and children with 
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neurodevelopmental disorder. Shields and Synnot (2016), found that parents perceived 
similar barriers and facilitators regardless of their child having a disability or not.  
While sporting associations including the AFL have strong policies to prevent 
vilification at the amateur and professional levels, bullying remains a concern (Australian 
Football League: NAB AFL Auskick, 2017; Play by the Rules, 2017). The need to better 
understand how to decrease bullying highlights the need for future research utilising more in-
depth methodology such as interviews and focus groups. Interview and focus groups may 
help to gain a better understanding of how and why bullying continues at both mainstream 
and AAA clubs especially with those families whose children did not finish the season.  
Pre-planning and teaching skills in a familiar environment.  
A few parents of children with NDD commented that their child took some time to 
adjust to Auskick in their schedules and that at first, their child did not like it. These 
respondents commented that although their child took the time to begin to enjoy the program 
(how long is unknown) their child was upset when the season did end. A few parents 
commented that they wished the season had gone longer. The knowledge that some parents 
wished the season to be longer may be of help to the industry partner who could support the 
additional length of time for the children to prepare for the season and therefore possibly 
receive more from it. Auskick appears to have a strong relationship with many school 
programs. It may be possible to work with schools to engage children in footy at the 
beginning of the school year, so they are familiar with it and can then make an informed 
decision if they would like to participate in Auskick or not.  
Additional exposure to the skills needed in Auskick so children could better keep up 
with the speed of the game may help decrease the barrier of ‘the game moves too fast for my 
child.’ Additional exposure at home, school and in the community, may help overcome this 
barrier. At the same time, helping to break skills into more discrete sequences may also be 
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helpful. Video modelling and social stories have been successful for some children with NDD 
and this could be further explored by Auskick. The AFL provides lesson plans that health and 
physical educators can download for free from the Auskick website. Parents could download 
the same lesson plans to run through similar skill building games at home and in local parks. 
Prior to the Auskick season beginning lessons could include friends and siblings and could 
build to be in larger groups. The skills learned could then be generalised to the Auskick 
environment instead of needing to be learned in what could be a very busy, difficult to 
control environment.   
Further research is needed to reduce barriers and increase facilitators so that an 
increasing number of participants can feel that they would agree with the statement that, 
‘there are no barriers, everything is going great’. Specific resources can be created to help 
support overcoming these barriers such as coach tip sheets.   
Study strengths 
The consultation with the community, including parents and the AFL, provided an 
opportunity to align aims from researchers and industry with the community. Similar to 
McConachie (2017), the initial consultation highlighted the importance of engaging parents 
of children from the beginning of the research process. An additional strength of this research 
has been in collecting the perspective of parents. A further step would be collecting 
perspectives directly from children themselves (Wilhelmsen & Sørensen, 2017).  
A mixed method approach has demonstrated group level data while at the same time 
allowing for personalised information to be shared. Certainly, without mixed methods, the 
results could have been interpreted very differently. The benefit of having qualitative data to 
analyse provided a deeper understanding at the personal level for some respondents related to 
data. Indeed, some barriers that were not statistically significant were, in fact, of personal 
significance to participants who took the time to share their experiences in the free text.  
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This research was the first to focus on barriers, benefits and goals of participation in 
inclusive, mainstream Auskick. There are limitations in comparing the findings from the 
current thesis to previous research as sport structure and those who lead the sessions are so 
different. The nature of Auskick being supported by parents and predominately run by parent 
volunteers creates limitations in comparison to other studies that were not completed in the 
community and involved well-trained professionals and students leading the intervention 
studies (see systematic review by Adair (2015)).  
A significant strength of this study was that it was embedded in practice and 
developed in partnership with the AFL Auskick program. As part of a larger collaboration the 
AllPlay program was established in parallel and saw a website developed 
(www.allplayfooty.org.au), a smart-phone app and additional studies established.  
Study limitations 
Results should be interpreted with caution as the respondents were not intended to be 
representative of the Victorian population. The data collected aimed to better understand 
barriers and facilitators to those who had wanted to play Auskick but had not and for those 
who had previously participated in Auskick. Indeed, the larger dataset reflected those who 
had overcame potential barriers to participate. Further investigation of what would make 
participation possible among those who wanted to participate but never have, and those who 
participated but left not feeling welcomed and supported is needed. Generalising the findings 
from AFL Auskick to other sports should be done so with caution. Some findings may 
generalise to other sports that are team based and where the teaching is focused on skill 
development. The finding may not generalise as well to sport training where skill 
development is not the major focus.  
It should be noted that participants were asked their top three goals or perceived 
benefits of participation in Auskick. The findings, therefore, do not mean that reduced screen 
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time is not a goal or perceived benefit for parents of children without ASD – it is simply not 
reported in the top three compared to the other choices provided. The desire to understand the 
top 3 was of importance to the industry partner to prioritise barriers to decrease and 
facilitators to increase in future Auskick seasons as well as informing the design of future 
resources.  
Qualitative data was provided by participants who took the time to type into free text 
boxes. The qualitative data therefore did not have the robustness of an interview where 
further probing questions can be asked. The qualitative data provided here would make a 
sound foundation to base future interviews and focus groups on. However, future research 
should seek to complete more in depth measures with parents, children and coaches. Focus 
groups and interviews could better understand if there are differences between parents who 
decide to coach, and parents who do not coach. If more parents volunteered to coach, 
including those who are familiar with developmental disability the ratio of coach to child 
would improve and knowledge of developmental disability could be shared.   
As was the case in a pilot study undertaken at an Auskick Centre at an ASD Early 
Intervention Centre, parents of females participating in Auskick were not well represented 
due to the relatively small sample size (May 2017). This is not surprising considering that 
AFL footy has long been a male-dominated sport. May (2017) and Jones (2017) have 
previously recommended a focus on girls with ASD in Auskick and in physical activity. Here 
we echo the call and further recommend a focus on female participation for children with 
NDD and a focus on females as coaches and other non-playing roles in combination with 
playing roles.  
Recruitment relied on e-mail and social media for Auskick participants and on social 
media alone to reach those who had wanted to participate but had not. Future research should 
consider how to overcome those limitations such as recruitment with other sport partners and 
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letters sent to members of disability organisations. Recruitment with education partners 
would be ideal to reach a greater proportion of the population. Future research should explore 
seeking information directly from the children using approaches that are age, and 
developmentally appropriate, for example utilising focus groups or methods such as Photo 
Voice.  
The low rate of participation from parents whose children attend AAA and ASD 
specific centres was lower than anticipated and as such an aim of comparing experiences of 
children at mainstream and AAA centres could not be investigated. One can only postulate as 
to why this was. It could be that parents of children with a more severe disability who attend 
AAA centres experience a higher rate of research burden and were less motivated to fill in 
‘yet another survey.’ It could have been that as has been found in other research that parents 
of children with disability are more often busy in multiple therapies, and in the case of 
children with ASD up to 17 hours per week (Akins, Krakowiak, Angkustsiri, Hertz-Picciotto, 
& Hansen, 2014). Another plausible explanation may be that parents of children in 
mainstream centres experienced greater barriers to participation and were, therefore, more 
motivated to share their experience. Future research studies must prioritise a focus on both 
mainstream and AAA centres, mothers, fathers, siblings and children themselves, both with, 
and without NDD.  
 
Future direction  
For some time, there has been a focus on the potential benefits of increased physical 
activity for children with NDD. More recently, a focus on participation has taken place with 
multiple studies aiming to define participation and to understand barriers and facilitators of 
participation. The results of the survey are promising in that Auskick is seen as a beneficial, 
community based, organised sport which aims to be inclusive of all children. The value of 
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volunteer coaches, who are typically parents themselves had been provided as anecdotal 
evidence by parents during the consultation and design phase.  The responses provided here 
by participants highlight the crucial role that volunteer coaches play in supporting children to 
participate in Auskick and the downstream effects that a good coach can have. The benefits 
of inclusive Auskick have been previously shared by parents, and qualitative data provided 
by this study demonstrates some of the benefits for the wider family. Future research can 
focus on perceived benefits of inclusion for the family, the club and the community.  
Further research in the form of interviews and focus groups will allow for better 
understanding of the lived experience of parents, coaches and stakeholder perceptions 
regarding the importance of inclusion and how to further reduce barriers to participation 
while increasing facilitators so that more children may all play together. Future research 
investigating how to improve the coach to child ratios may be beneficial. It would be 
important to understand different perspectives between parents who coach and those who do 
not. Encouraging parents to volunteer and to learn how to coach may allow for smaller 
groups. Investigating ways to encourage more involvement of teenagers and young people 
may also help to improve the volunteer to child ratio while increasing the social capacity of 
all involved.  
Implications for sport and AFL Auskick  
AFL Auskick has made significant changes over the past years to increase the 
diversity of Auskick participants. There has been a concerted effort to support a female 
pathway from Auskick to the professional AFLW. Further support could be offered to 
increase the gender diversity of Auskick coaches and Game Development Officers if it is not 
already happening. As previously reported, coaches were one of the most important 
facilitators of inclusion in Auskick. Auskick have programs underway to support the 
diversification of Coaches including teenage volunteers. As Auskick accomplishes their goal 
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of increasing coaches and increasing gender diversity, this will go a long way in overcoming 
barriers reported by parents of children who did and did not play Auskick. With more 
volunteers, especially volunteers familiar with NDD, child to adult ratios could be improved. 
By many reports, coaches were excellent in adapting the lesson to the ability of the child. In 
cases where coaches struggled to adapt the lesson it could be an issue of the child to coach 
ratio and not simply that the coach doesn’t know how to adapt the lesson. Children with NDD 
can have complex needs and many children with NDD had multiple co-existing conditions, 
especially children with ASD. Paired with multiple co-existing conditions, some of the 
children who participated in Auskick may puzzle a multi-disciplinary team of well-seasoned 
health, education and disability professionals.  
The data supports the anecdotal report by the inclusion manager that children with 
NDD join Auskick later and continue playing longer. Anecdotal report assumed children 
without a diagnosis were more likely to join competitive footy programs and play ‘Under 9’s’ 
rather than play Auskick until 12 years-old. Children with NDD can experience difficulty 
with fine and gross motor movements. The difference could be greatly exacerbated if a child 
without a diagnosis begins to play Auskick at 4-years-old while their peer with ASD begins 
to play at 7 or 8-years-old. Auskick has already begun to pilot ‘come and try days’ as a way 
for families to experience Auskick without cost or commitment. Auskick also has a strong 
relationship with Victorian schools, including some Autism and Special Development 
Schools. AFL Auskick, together with 30 national sporting organisations (NSOs) is a member 
of the Sporting School Program through AFL Schools. The AFL schools program provides 
open access to lesson plans on the AFL website for physical education teachers which are 
also available to parents and support workers to download.  Perhaps, increased 
communication of the lesson plans being publicly available may help parents support their 
children prior to attending Auskick. The lesson plans would allow parents and carers to be 
109 
 
creative at home and in the community to familiarise children to the lessons and skills 
covered at Auskick, possibly decreasing some anxiety and allowing for the child to enjoy 
Auskick more. Anecdotal report is often not valued in science. However, Cohen (1992) 
shares that an effect size greater than 0.3 might be visible to the naked eye. In many cases 
anecdotal report shared by coaches and parents align with findings where there is a strong 
effect size. Listening to coaches and parents regarding their anecdotal reports, given that 
some effects are visible to the naked eye will be important to inform future research and 
program changes.  
Barriers to participation in Auskick could be partly predicted by if a child received 
additional school support funding. In Victoria, where school support funding is needs based 
and typically follows extensive assessment, the presence or lack of school support funding 
may indicate the degree of support a child may need on the footy field. Indeed, there were 
children with NDD who were reported to have faced few barriers, and there were children 
with no diagnosis, but who received school funding who could face barriers. Combined with 
overall health status, gender, socioeconomic status a child may have many, or few protective 
factors. While some ‘predictions’ could be made at the group level (the risk is stereotyping a 
group), understanding and getting to know each Auskicker is crucial to supporting their 
inclusion. While some parents reported that their child with NDD or ASD was well 
supported, others felt their child was not well supported and that additional understanding of 
NDD and ASD is needed. It is important to understand how to turn a barrier (lack of 
information about a child) into a facilitator (child goals and ability summary). As highlighted 
by McGarty (2018) increasing information sharing was an important factor of turning a 
barrier into a facilitator.  
Coaches were the key to participation and as such additional support to meet the 
needs of coaches, nearly all of whom are parent volunteers, are needed.  
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With the support of the AAA funding provided to AFL Victoria from the State 
Government of Victoria, a state-based inclusion manager was hired. Since then, a position for 
a national inclusion manager has been created. A significant amount has changed in the 
landscape of disability services and inclusion in the past 5 years. Auskick looks well 
positioned to make the most out of the next 5 years.  
Sport has played a role in both building barriers and breaking down barriers. We 
would be remiss to ignore the vilification of people based on gender, sexuality and race that 
has, and in some cases, continues to happen in sport and around sport. However, steps have 
been taken to prevent vilification of athletes and fans and to provide a safe environment for 
people playing just for fun all the way to those making a living from sport. The AFL is on a 
trajectory to continue using its own social capital at the industrial level to build the social 
capital of clubs, teams and individuals. The social capital of sport organisations such as the 
AFL is immense.  
Combined with the change in Victoria which saw AAA funding go, in part, to State 
Sport Associations which allows individuals and sport organisations to further build social 
capital amongst employees and members. What will the impact of a focus on fun, family, 
friends, fitness and function have for a child’s future? Will increased social capital lead to 
better connections for children? For their families? Will it lead to better employment 
prospects? Marriages? Children? Only time will tell. 
Implications for clinical practice  
Sport industry, Government Departments, and Universities have recently increased 
focus on sport participation for children with disability. However, despite the focus on 
participation in sport and the perceived benefits, a call to consider prescribing sport has been 
limited. Specific to children with a neurodevelopmental disorder, it has been previously 
proposed that due to the wide range of benefits of physical activity that health professionals 
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including paediatricians and parents may consider goal-directed activities or ‘prescriptions’ 
for physical activity, sport and/or recreation (Murphy & Carbone, 2008). The 
recommendation of prescribing physical activity is further extended to mental health service 
providers (Sharma et al., 2006). The role of paediatricians and health care professionals 
advocating for children with disability and their families to engage in sport and recreation 
services is an important policy, or environmental factor impacting upon where a child and 
family may invest their time.   
The same view highlighting the role of clinicians in supporting habitual physical 
activity is reiterated by Carlon et al. (2013) and Johnson (2009) who state that due to the 
body of evidence available professionals can confidently recommend physical activity to 
achieve health benefits for youth with developmental disabilities. The idea of paediatricians 
and health professionals prescribing physical activity is beginning to gain momentum to 
complement traditional health plans with media reporting on physical activity prescriptions 
being written in  Canada (CBC News, 2013, 2015, 2017; Larsen, 2015) and in the USA 
(Landro, 2014). Indeed a growing body of evidence of the benefits of physical activity exists, 
and it is recommended to consider implementing physical activity into traditional health plans 
recommended consideration of clinical practice (Pontifex et al., 2014). Nevertheless, it is 
paramount to remember, that each child requires an individual assessment for personalised 
planning (King et al., 2003; Menear, 2007). Health professionals must take into account the 
family and child’s needs and preferences for recreation and engagement in sport (Murphy, 
Trovato, Kim, Kim, & Moberg-Wolff, 2010) and as such a focus of future health initiatives 
may be to continue building upon the notion of prescribing physical activity and sport. Sport 
and recreation activities provide an environment in which skills learned in early intervention 
and in therapeutic environments can be applied, if a child is adequately supported. Future 
research could focus on the perspectives of medical, psychological and allied health providers 
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to understand whether prescribing sport, recreation and physical activity is something that 
could be achieved.  Understanding the differences between child, parent and clinician 
perspectives may be important. Wright (2008), found that clinicians focused on how inclusive 
a program may be while the children involved in the study focused on the people involved 
and potential fun.  
Concluding remarks 
A focus on footy in this thesis should not be construed for explicit support for 
participation in footy. Participation should reflect the desire and interests of the child. While 
footy may support the development of executive functioning, the theory of mind, gross motor 
skills and lead to great social capital, many other activities may have similar benefits. The 
child’s interests should be carefully considered. For some children the barriers were too great 
to even start Auskick. For others they began but didn’t finish their first year, in some cases 
because of greater interest elsewhere but in some cases, stopped playing because of factors 
such as bullying. Siblings began playing Auskick together but, in some cases did not finish 
the season together. Parents took on volunteer roles and made connections in the community. 
Social capital was built by children, their parents, local clubs and Auskick.  
There are multiple reasons to support increased participation in activities that children 
choose regardless of their disability or ability. There is a myriad of biopsychosocial benefits, 
but to add to May’s (2017) concluding sentence, “most importantly, all children deserve the 
opportunity to participate in such a program, regardless of their disability” or ability. While 
the motivation for some researchers to support participation are potential benefits to 
biopsychosocial outcomes, isn’t the most important reason simply because all children 
deserve equal opportunity? With sport often focusing on what a child can do, focusing on the 
abilities and not just their disability - inclusion in sport for children of all abilities is a goal 
worth kicking.   
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Appendices  
 
Appendix A: DSM-5 criteria  
DSM-5 Autism Spectrum Disorder, 299.00 (F84.0) (American Psychiatric Association, 2013).  
 
Must meet criteria A, B, C and D:  
 
A. Persistent deficits in social communication and social interaction across contexts, not accounted for by general 
developmental delays, and manifest by all 3 of the following:  
1. Deficits in social-emotional reciprocity; ranging from abnormal social approach and failure of normal back and 
forth conversation through reduced sharing of interests, emotions, and affect and response to total lack of initiation of 
social interaction.  
2. Deficits in nonverbal communicative behaviours used for social interaction; ranging from poorly integrated- verbal 
and nonverbal communication, through abnormalities in eye contact and body-language, or deficits in understanding 
and use of nonverbal communication, to total lack of facial expression or gestures.  
3. Deficits in developing and maintaining relationships, appropriate to developmental level (beyond those with 
caregivers); ranging from difficulties adjusting behaviour to suit different social contexts through difficulties in 
sharing imaginative play and in making friends to an apparent absence of interest in people.  
B. Restricted, repetitive patterns of behaviour, interests, or activities as manifested by at least two of the following:  
1. Stereotyped or repetitive speech, motor movements, or use of objects; (such as simple motor stereotypies, echolalia, 
repetitive use of objects or idiosyncratic phrases).  
2. Excessive adherence to routines, ritualized patterns of verbal or nonverbal behaviour, or excessive resistance to 
change; (such as motoric rituals, insistence on same route or food, repetitive questioning or extreme distress at small 
changes).  
3. Highly restricted, fixated interests that are abnormal in intensity or focus; (such as strong attachment to or 
preoccupation with unusual objects, excessively circumscribed or preservative interests).  
4. Hyper-or-hypo reactivity to sensory input or unusual interest in sensory aspects of environment;(such as apparent 
indifference to pain/heat/cold, adverse response to specific sounds or textures, excessive smelling or touching of 
objects, fascination with lights or spinning objects).  
 
C. Symptoms must be present in early childhood (but may not become fully manifest until social demands exceed limited 
capacities).  
D. Symptoms together limit and impair everyday functioning  
 
E. These disturbances are not better explained by intellectual disability (intellectual developmental disorder) or global 
developmental delay. Intellectual disability and autism spectrum disorder frequently co-occur; to make comorbid diagnoses of 
autism spectrum disorder and intellectual disability, social communication should be below that expected for general 
developmental level. 
 
Specify if: 
i. With or without accompanying intellectual impairment 
ii. With or without accompanying language impairment 
iii. Associated with a known medical or genetic condition or environmental factor 
iv. Associated with another neurodevelopmental, mental, or behavioural disorder 
v. With catatonia  
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Appendix B: The ALLPLAY survey 
ALLPLAY Benefits, Barriers, Goals. Final Survey 
 
Full Project Title: Auskick Allplay: community views on the barriers, benefits and goals of 
children participating in NAB AFL Auskick. 
Deakin University Research Ethics Approval: DUHREC 2016-225 
Principle Researcher: Prof Nicole Rinehart 
Student Research: Mr Shawn Stevenson 
Date: 26 September 2016 
 
Dear Participant, 
 
Thank you for taking an interest in this survey to help us understand what you as a parent, 
coach and/or centre coordinator feel are the benefits and barriers to inclusive and disability 
specific sport around Australia for children of all abilities, including children with physical 
and developmental disabilities as well as challenges in child development aged 4-17 years 
old. 
 
The main goal of this survey is to help inform a research program that will support the 1 in 5 
Children in Australia who are developmentally vulnerable through inclusive and disability 
specific sport. Your responses will help to determine the future research focus and a future 
web-based resource or ‘toolkit’ to help ensure that if a child wants to get involved in a sport 
that children, parents, coaches and clubs are supported as best as possible. We would also like 
to hear from you if you have a child who currently does not play a sport (has never played or 
has played but currently is not) but might be interested in getting involved with the right 
support and club. 
 
The survey asks about Auskick specifically and other sports more generally. Depending on 
the number of children you have in a sport and your connection to a sporting activity the 
survey will personalise. The survey may take as little as 5-10 minutes for a parent of a single 
child and would increase by 3-5 minutes for each additional child they have or for an 
additional role such as being a coach or centre co-ordinator. The survey will work on any 
smart phone or computer with access to the internet. 
 
This project is funded by a joint AFL-Deakin Industry PhD Scholarship co-funded by Deakin 
University and AFL Victoria, and research costs are supported by a Philanthropic Donation 
made by The Moose Toys Foundation. 
 
Participants will be entered in a draw for a chance to win a Moose Toy Prize Pack. 
If you agree to take part in this study we do not need you to fill in a written consent form. 
Your consent to participate is given by completion of the survey. A copy of the original Plain 
Language Statement and Consent Form has been attached at the end of this item for your 
reference. 
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Participation in this research and any research is completely voluntary. You can feel free to 
decline if you like with no reason given. Choosing not to participate will in no way affect 
your relationship with any of the research team, Deakin University or any sporting club you 
or your child may be involved in. 
 
Any information obtained in this survey will remain confidential. The coded information will 
be electronically stored on password protected computers. Only the research team will have 
access to this information. All results will be reported in grouped data to AFL, and as such 
AFL will not have direct access to individual survey results. 
 
Survey results will only be presented in such a way as they cannot be individually identified. 
If you have any questions, would like a summary of the main result or would like to be 
contacted for future research, please contact:  
 
Shawn Stevenson  
E: swsteven@deakin.edu.au 
 
OR 
Professor Nicole Rinehart 
School of Psychology, Deakin University, 
221 Burwood Highway, Burwood, Victoria, 3125 
E: nicole.rinehart@deakin.edu.au 
P: 03 9244 5469 
 
Yours Sincerely, 
Professor Nicole Rinehart 
Professor of Psychology (Clinical) 
School of Psychology, Deakin University 
 
This research study has been approved by the Deakin Human Research Ethics 
Committee and will be carried out in line with the National Statement on Ethical 
Conduct in Human Research (2007). 
 
If you have any questions or concerns about any aspect of this project or your rights as 
a participant you may contact: 
 
The Manager, Office of Research Integrity Deakin University, 221 Burwood Highway, 
Burwood Victoria3125, Telephone: 9251 7129, Facsimile: 9244 6581; research-
ethics@deakin.edu.au. Please quote project number: HEAG-H 2016-225. 
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Consent 
 
P2 Having read the participant information about this study, do you consent to participating 
in the online survey? 
 Yes (Please continue) (1) 
 No (please close the internet browser) (2) 
 
Demographic information 
 
D1 What is your relationship to NAB AFL Auskick (choose as many that apply, the survey 
will be personalised based on your response).     E.g. You may be a coach who also has two 
children both between 4 and 12 years old, one plays while the other doesn't. You would tick 3 
boxes; 1 for the child who plays, 1 for the child who doesn't, 1 for being a coach.   
 I am a parent of at least 1 child who is registered in NAB AFL Auskick for 2016 (1) 
 I am a parent of at least 1 child NOT registered for NAB AFL Auskick in 2016 (2) 
 I am a volunteer Auskick coach (3) 
 I am a paid Auskick coach (4) 
 I am an AFL staff member (5) 
 
D2 What is your gender? 
 Male (1) 
 Female (2) 
 Other (3) 
 
D3 When is your birthday (dd/mm/yyyy)? 
 
D4 What state do you live in?  
 Australian Capital Territory (2) 
 New South Wales (3) 
 Northern Territory (4) 
 Queensland (5) 
 Tasmania (6) 
 Victoria (7) 
 Western Australia (8) 
 South Australia (9) 
 
D5 What is your post code?  
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D6 What is the primary language spoken at home?  
 English (1) 
 Mandarin (2) 
 Cantonese (4) 
 Italian (5) 
 Greek (6) 
 Arabic (7) 
 Vietnamese (8) 
 other (3) ____________________ 
 
D7 Where were you born? 
 
D8 What is your highest level of qualification? 
 Year 10 or equivalent (1) 
 Year 12 or equivalent (2) 
 Certificate/Diploma (3) 
 Bachelor’s Degree (4) 
 Post graduate degree (5) 
 
D9 What is your current employment status 
 Home duties (1) 
 Employed casually (2) 
 Employed part-time (3) 
 Employed Full time (4) 
 Studying (5) 
 Volunteer (6) 
 
D10 How would you describe your modern family? Click those who are involved in the 
child's life. Families come in all shapes and sizes, please choose all that apply.  
 Single parent only (1) 
 Sibling(s) takes on additional responsibility to help with care (7) 
 Extended family, Aunts, Uncles and Grandparents are actively involved in supporting the 
children (2) 
 Step parents, parent(s)' partners are actively involved in supporting the children (3) 
 Both parents live together and are actively involved in supporting the children (4) 
 Parents do not live together but both take active roles in the children's lives (5) 
 Other (feel free to tell us more about your modern family) in the text box below. (6)  
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D11 What is your household income? We are asking this question to ensure we have 
collected information from people who are representative of Australia.   
 $0-$19,500 (1) 
 $19,501 - $31,980 (2) 
 $31,981 - $43,836 (3) 
 $43,837 - $58,188 (5) 
 $58,189 - $105,924 (6) 
 $105,925 + (7) 
 Prefer not to respond (4) 
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Child in Auskick  
 
A1 How many children are currently playing NAB AFL Auskick (children, step children, 
adopted children, foster children, children whom you are guardian for)? This will make a 
profile that we will ask specific questions about each child. If you have 3 kids registered in 
NAB football the child questions will be repeated 3 times in a loop.  
 1 (1) 
 2 (2) 
 3 (3) 
 4 (4) 
 5 (5) 
 6 (6) 
 
A8 What is the name of the Auskick centre you attend? 
 
Q81 If your NAB AFL Auskick Centre was not listed (sorry) please type it below.  
 
A10 If you like you can enter your child's first name, nickname, initial, favorite number or 
something that is identifying to you below. This name, nickname, initial or number will be 
placed into questions so it's easier to know who we are asking about as we go.   
 
A11 What is (identifier) gender? 
 Female (1) 
 Male (2) 
 Other (3) 
 
A12 Where was (identifier)born?  
 
A13 When is (identifier) birthday? (MM/DD/YYYY) 
 
A14 What kind of school does (identifier) attend? 
 Autism School (11) 
 Catholic School (2) 
 Government School (1) 
 Home School (3) 
 Independent/Private School (4) 
 Special Development School (SDS) (12) 
 Not in school (9) 
 Other (10) ____________________ 
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A15 Does (identifier) receive additional support in school (personalized curriculum, teaching 
assistant or integration aide)?  
 No, (identifier) does not receive any additional support (1) 
 Yes, (identifier) receives a half a day or less of additional support (support less than 
2.5 days per week) (2) 
 Yes, (identifier) receives more than a half a day of support (support more than 3-5 
days per week.) (3) 
 
A16 Has (identifier) ever been diagnosed with any medical, cognitive or developmental 
challenges or disabilities? Please choose as many as apply 
 No condition or diagnosis (51) 
 ADHD (1) 
 Autism / ASD / Asperger’s Syndrome / PDD-NOS (2) 
 Allergies that may prevent playing in Auskick (3) 
 Asthma (4) 
 Acquired Brain Injury (ABI) (5) 
 Bone, joint or muscle problems (28) 
 Cerebral Palsy (you can enter their GMFCS level if you know it. (6) 
____________________ 
 Chronic fatigue (25) 
 Diabetes (7) 
 Depression or Anxiety (8) 
 Down Syndrome (9) 
 Dyslexia and/or Dyscalculia (10) 
 Cystic Fibrosis (11) 
 Epilepsy/seizure disorder (12) 
 Hearing problems (26) 
 Heart abnormalities or concerns (murmur, arrhythmia, abnormal heart rate, (14) 
 Intellectual Disability (13) 
 Language Disorder (15) 
 Neural Tube Defect (Spina Bifida) (16) 
 Obsessive Compulsive Disorder (OCD) (17) 
 Oppositional Defiance Disorder (ODD) (18) 
 Stomach or bowel issues (24) 
 Rare or unknown disorder (19) 
 No diagnosis but this child struggles academically at school (20) 
 No diagnosis but struggles socially at school (21) 
 No diagnosis but struggles to participate in sport and physical activity (22) 
 Problems with eyes or seeing properly (including wearing glasses) (27) 
 Other / additional. Sorry we couldn't list all choices, please write in the text box below. 
(23) ____________________ 
 
A17 Of the diagnosis / conditions that (identifier) has, what would you say has the biggest 
impact?  
144 
 
Page 144 of 168 
 
 
A18 How many years has (identifier) played NAB AFL Auskick or another AFL style 
children's footy league?  
 Played less than one year and decided to no longer play (1) 
 Less than one year, this is their first year and they are continuing to play (2) 
 1 year (3) 
 2 years (4) 
 3 years (5) 
 4 years (6) 
 
A19 Has (identifier) ever not finished a season of footy?  
 No (1) 
 Yes (2) 
 
Answer If How this child ever not finished a season of footy? Yes Is Selected 
 
A20 Why do you feel (identifier) did not finish the season?  
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A21 What other sports does (identifier) play? Select those that apply, leave blank if never 
played.  
 What sports and activities does 
your child enjoy? 
How much did your child enjoy this sport 
 Is 
currently 
playing 
(1) 
Has 
played 
in the 
past (2) 
Would like 
to play if 
given the 
opportunity 
(3) 
hated it 
(1) 
enjoyed 
moderatly 
(2) 
Loved it 
(3) 
N/A (4) 
Baseball 
(3) 
              
Bowling 
(5/10 pin) 
(16) 
              
Cricket (1)               
Dance (6)               
Gymnastics 
(4) 
              
Lawn 
Bowls (11) 
              
Martial 
Arts (14) 
              
Netball (7)               
Quidditch 
(12) 
              
Rugby (9)               
Soccer (2)               
Surfing 
(13) 
              
Swimming 
(15) 
              
Tennis (8)               
Other (10)               
 
A22 Given the opportunity do you think (identifier) would prefer to play in a modified 
league, disability specific league, or an inclusive league? 0 - wouldn't like it at all - to - 10 - 
would love it.  
______ Modified league:  different rules and could include a different location such a 
basketball court for wheelchairs (1) 
______ Disability specific league: Players all have the same condition such as cerebral palsy, 
autism, or intellectual disability. (2) 
______ Side by side league: players play at the same time adjacent to the mainstream league. 
(3) 
______ Inclusive mainstream :Players play alongside their peers. (15) 
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A23 What kind of league do you think (identifier) would prefer to play in most?  
 Modified League (1) 
 Disability Specific League (2) 
 A side by side league (4) 
 Inclusive mainstream League (3) 
 
A24 What are the top three goals and benefits you feel (identifier) might receive from playing 
Auskick?  
 Make friends (1) 
 Better physical health (2) 
 Enjoy some fresh air (3) 
 Reducing screen time with tv, phone tablet, computer etc. (4) 
 Have more energy (5) 
 Increased coordination (6) 
 Increased family time (7) 
 An activity the child can do with dad on weekends (8) 
 Other - please explain in the text box below. (9) ____________________ 
 
A25 What are the top three barriers you feel you, your family or (identifier) may encounter to 
achieving the goals and benefits you've selected above?  
 Accessibility (3) 
 Cost (1) 
 Distance (2) 
 Other parents being too competitive (4) 
 Other parents not being competitive enough (5) 
 Other children being too competitive (6) 
 Other children not being competitive enough (7) 
 The game moves too fast for my child (8) 
 The game doesn't move fast enough for my child (9) 
 The coach is expecting too much (10) 
 The coach is not expecting enough (11) 
 There are no barriers, everything is going great. (13) 
 Other - please feel free to tell us more (12) ____________________ 
 
A26 Have there been any unexpected surprises (good or bad) for you or your family during 
any past or current Auskick season?  
 No (1) 
 Yes (4) ____________________ 
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A27 Would you recommend NAB AFL Auskick to parents of other children with additional 
support needs or health concerns?   
 Yes (1) 
 Yes, if additional support was given such as (4) ____________________ 
 No (2) 
 Unsure (3) 
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Child in sport other than Auskick 
N1 How many children do you have who are currently NOT playing NAB AFL Auskick 
(children, step children, adopted children, foster children, children whom you are guardian 
for)?      This will make a profile that we will ask specific questions about each child. If you 
have 3 kids not playing  NAB football the child questions will be repeated 3 times in a loop.  
 1 (1) 
 2 (2) 
 3 (3) 
 4 (4) 
 5 (5) 
 6 (6) 
 
N2 If you like you can enter your child's first name, nickname, initial, favorite number or 
something that is identifying to you below. This name, nickname, initial or number will be 
placed into questions so it's easier to know who we are tasking about as we go.   
 
N3 What is ${q://QID196/ChoiceTextEntryValue}'s gender? 
 Female (1) 
 Male (2) 
 Other (3) 
 
N4 Where was ${q://QID196/ChoiceTextEntryValue} born?  
 
N5 When is ${q://QID196/ChoiceTextEntryValue}'s birthday? (MM/DD/YYYY) 
 
N6 What kind of school does ${q://QID196/ChoiceTextEntryValue} attend? 
 Autism School (11) 
 Catholic School (2) 
 Government School (1) 
 Home School (3) 
 Independent/Private School (4) 
 Special Development School (SDS) (12) 
 Not in school (9) 
 Other (10) ____________________ 
 
N7 Does ${q://QID196/ChoiceTextEntryValue} receive additional support in school 
(personalized curriculum, teaching assistant or integration aide)?  
 No,  ${q://QID196/ChoiceTextEntryValue} does not receive any additional support 
(1) 
 Yes, ${q://QID196/ChoiceTextEntryValue} receives a half a day or less of additional 
support (support less than 2.5 days per week) (2) 
 Yes, ${q://QID196/ChoiceTextEntryValue} receives more than a half a day of 
support (support more than 3-5 days per week.) (3) 
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N8 Has ${q://QID196/ChoiceTextEntryValue} ever been diagnosed with any medical, 
cognitive or developmental challenges or disabilities? Please choose as many as apply 
 No condition or diagnosis (51) 
 ADHD (1) 
 Autism / ASD / Aspergers Syndrome / PDD-NOS (2) 
 Allergies that may prevent playing in Auskick (3) 
 Asthma (4) 
 Acquired Brain Injury (ABI) (5) 
 Bone, joint or muscle problems (28) 
 Cerebral Palsy (you can enter their GMFCS level if you know it. (6) 
____________________ 
 Chronic fatique (25) 
 Diabetes (7) 
 Depression or Anxiety (8) 
 Down Syndrome (9) 
 Dyslexia and/or Dyscalculia (10) 
 Cystic Fibrosis (11) 
 Epilepsy/seizure disorder (12) 
 Hearing problems (26) 
 Heart abnormalities or concerns (murmur, arythmia, abnormal heart rate, (14) 
 Intellectual Disability (13) 
 Language Disorder (15) 
 Neural Tube Defect (Spina Bifida) (16) 
 Obsessive Compulsive Disorder (OCD) (17) 
 Oppositional Defiance Disorder (ODD) (18) 
 Stomach or bowel issues (24) 
 Rare or unknown disorder (19) 
 No diagnosis but this child struggles academically at school (20) 
 No diagnosis but struggles socially at school (21) 
 No diagnosis but struggles to participate in sport and physical activity (22) 
 Problems with eyes or seeing properly (including wearing glasses) (27) 
 Other / additional. Sorry we couldn't list all choices, please write in the text box below. 
(23) ____________________ 
 
N9 Of the diagnosis / conditions that ${q://QID196/ChoiceTextEntryValue} has, what would 
you say has the biggest impact?  
  
150 
 
Page 150 of 168 
 
N10 What sports does ${q://QID196/ChoiceTextEntryValue} play? Select those that apply, 
leave blank if never played.  
 What sports and activities does 
your child enjoy? 
How much did your child enjoy this sport 
 Is 
currently 
playing 
(1) 
Has 
played 
in the 
past (2) 
Would like 
to play if 
given the 
opportunity 
(3) 
hated it 
(1) 
enjoyed 
moderatly 
(2) 
Loved it 
(3) 
N/A (4) 
Baseball 
(3) 
              
Bowling 
(5/10 pin) 
(16) 
              
Cricket (1)               
Dance (6)               
Gymnastics 
(4) 
              
Lawn 
Bowls (11) 
              
Martial 
Arts (14) 
              
Netball (7)               
Quidditch 
(12) 
              
Rugby (9)               
Soccer (2)               
Surfing 
(13) 
              
Swimming 
(15) 
              
Tennis (8)               
Other (10)               
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N11 Given the opportunity do you think ${q://QID196/ChoiceTextEntryValue} would prefer 
to play in a modified league, disability specific league, or an inclusive league? 0 - wouldn't 
like it at all - to - 10 - would love it.  
______ Modified league:  different rules and could include a different location such a 
basketball court for wheelchairs (1) 
______ Disability specific league: Players all have the same condition such as cerebral palsy, 
autism, or intellectual disability. (2) 
______ Side by side league: players play at the same time adjacent to the mainstream league. 
(3) 
______ Inclusive mainstream :Players play along side their peers. (15) 
 
N13 What kind of league do you think ${q://QID196/ChoiceTextEntryValue} would prefer 
to play in most?  
 Modified League (1) 
 Disability Specific League (2) 
 A side by side league (4) 
 Inclusive mainstream League (3) 
 
N14 Does the family watch AFL, or are other family members into playing footy?  
 Yes (1) 
 No (4) 
 
N15 Footy isn't for everyone, but if ${q://QID196/ChoiceTextEntryValue} wants to play but 
doesn't, we would like to know why not?  
 
N16 Is there a way ${q://QID196/ChoiceTextEntryValue} would like to be involved in footy 
that does not involve playing?    
 Umpiring (1) 
 Score Keeping (2) 
 Other (we are open to suggestions) (3) ____________________ 
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Coach 
C1 Are you a paid coach or a volunteer? 
 Paid staff member (1) 
 Volunteer (2) 
 I am both a paid coach and a volunteer (3) 
 
Answer If What state do you live in?  Victoria Is Selected 
C6 What is the name of the Auskick centre you attend? 
 
Q82 If the name of your NAB AFL Auskick centre wasn't listed type it in here.  
 
C9 Do you have children who also play NAB AFL Auskick now or in the past?  
 1 (1) 
 2 (2) 
 3 (3) 
 4 (4) 
 5 (5) 
 6 (6) 
 7 (7) 
 8 (8) 
 9 (9) 
 N/A (10) 
 
C10 How many years have you been coaching in Auskick 
 
C11 Do you feel you know where to go or who to contact if a child with additional needs 
registered at your Auskick centre?  
 Yes (1) 
 No (2) 
 Unsure (3) 
 
C12 Do you feel that the programs and networks within the NAB AFL Auskick program to 
support an inclusive environment have been communicated adequatly to: (choose all that 
apply)  
 Yourself (1) 
 Parents of children with additional needs (2) 
 Parent of children without additional needs (3) 
 To the community (4) 
 
C13 Were you aware of any of the below where you could go for further support and 
information?  
 Access All Abilities Coordinator (1) 
 VicHealth everyone wins booklet and resource (2) 
 Play by the Rules website (3) 
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 The Inclusion Club Website (4) 
 Other you would like to tell us about? (5) ____________________ 
 I'm not aware of any inclusion resources (6) 
 
C14 Have you had children with disability attend your NAB AFL Auskick centre in the past?  
 Yes (1) 
 No (2) 
 Unsure (3) 
 
Answer If Have you had children with disability attend your NAB AFL Auskick centre in the 
past?  Yes Is Selected 
C15 Have you had children attend your Auskick centre who had any of the below conditions 
or diagnosis? Tick as many as apply. Tick none if none apply.  
 ADHD (1) 
 Autism / ASD / Aspergers Syndrome / PDD-NOS (2) 
 Allergies that may prevent playing in Auskick (3) 
 Asthma (4) 
 Acquired Brain Injury (ABI) (5) 
 Bone, joint or muscle problems (28) 
 Cerebral Palsy (you can enter their GMFCS level if you know it. (6) _______________ 
 Chronic fatique (25) 
 Diabetes (7) 
 Depression or Anxiety (8) 
 Down Syndrome (9) 
 Dyslexia and/or Dyscalculia (10) 
 Cystic Fibrosis (11) 
 Epilepsy/seizure disorder (12) 
 Hearing problems (26) 
 Heart abnormalities or concerns (murmur, arythmia, abnormal heart rate, (14) 
 Intellectual Disability (13) 
 Language Disorder (15) 
 Neural Tube Defect (Spina Bifida) (16) 
 Obsessive Compulsive Disorder (OCD) (17) 
 Oppositional Defiance Disorder (ODD) (18) 
 Stomach or bowel issues (24) 
 Rare or unknown disorder (19) 
 No diagnosis but this child struggles academically at school (20) 
 No diagnosis but struggles socially at school (21) 
 No diagnosis but struggles to participate in sport and physical activity (22) 
 Problems with eyes or seeing properly (including wearing glasses) (27) 
 Other / additional. Sorry we couldn't list all choices, please write in the text box below. 
(23) _ 
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Answer If Have you had children with disability attend your NAB AFL Auskick centre in the 
past?  Yes Is Selected 
C16 What did you do when children with disability have attended you Auskick centre in the 
past?  
 
C17 Have you completed any formal training in disability awareness, inclusive coaching 
etc)?  
 Yes (1) 
 No (5) 
 
C18 Do you coach any other sports?  
 Yes (1) 
 No (2) 
 
C19 Do you feel that your centre would be open to adults with disability volunteering at the 
club? 
 Definitely yes (1) 
 Probably yes (2) 
 Might or might not (3) 
 Probably not (4) 
 Definitely not (5) 
 N/A (6) 
 
C20 Are you aware of any other resources that would help to support children of varying 
ability? 
 Yes - feel free to tell us about other good resources. (1) ____________________ 
 Unsure (2) 
 Definitely not (3) 
 
F1 Do you have an example of a diversity / inclusive / all abilities sport initiative you think 
we should know about from within Australia or from around the world? Tell us who you 
think are kicking the biggest goals in children's sport. (feel free to paste in links to news 
articles, videos, websites etc).  
 
F2 Tell us an example of when your child was supported well or when you or someone else 
supported someone in a great way.  
 
F3 We wanted to keep this survey short so we didn't ask all of the questions we wanted. Is 
there something you wished we had asked that you would like to tell us about?  
F4 Do you wish to be contacted about future research participation opportunities? 
 Yes (add email) (1) ____________________ 
 No (4) 
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Appendix C: ALLPLAY ethics approval  
 
 
